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Patients with chronic rheumatoid arthritis or other collagen or allergic 
diseases often require the “tonic effect’’8 as well as the anti-inflammatory 
effects of dexamethasone. For them, DECADRON has relieved fatigue and 
weakness,*5 increased appetite*-§ and often promoted a “real gain in 
weight’6 —“...a definite therapeutic advantage in many patients 
requiring steroid therapy.’’* 

References: 1. Bunim, J. J., et al.: Arthritis & Rheumatism 1:313, 1958. 2. Silverman, H. 1., 
and Urdang, A.: Am. Prof, Pharm, 25:531, 1959. 3. Rudolph, J. A., and Rudolph, B. M.: 

Ann. Allergy 17:710, 1959. 4. Spies, T. D., et al.: South. M. J. 51:1066, 1958. 5. Galli, T., and 
Mannetti, C.: Minerva med. 50:949, 1959. 6. Segal, M.S., et al.: Ann. Allergy 17:413, 1959. 

7. Duvenci, J., et al.: Ann. Allergy 17:695, 1959. 

Supplied: As 0.75 mg, and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100 and 1000. 
Also available as Injection DECADRON Phosphate, 

Additional information on DECADRON is available to physicians on request, 

Dscapron is a trademark of Merck & Co., Inc, 


DEXAMETHASONE 
“THE MOST POTENT STEROID” WITH “THE LEAST NUMBER OF SIDE EFFECTS”? 


Oo) MERCK SHARP & DOHME * Division of Merck & Co., INc., West Point, Pa. 
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: ALPEN is the oral penicillin that provides on a fasting stomach 
peak antibiotic blood levels approximately twice as high as oral potas- 
sium penicillin V...and significantly higher than I. M. penicillin G. 


Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 


ALPEN has greater freedom from the G.I. sequelae (overgrowth of 
resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bacteria, and penicillin-sensitive staphylococci. 

HOW TO USE ALPEN Depending on the severity of the infection, 
125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
daily may be used. In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 
hemolytic streptococcal infections, treatment should be con- 
tinued for at least ten days. 

PRECAUTIONS The usual precautions in the administration of 
oral penicillin should be observed. For further details see pack- © 
age literature. 

Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 ec. teaspoonful). 
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Mrs. M. R., 75-year-old 
underweight patient: 


Puts on 13% needed pounds 
in just 6 weeks; 


forces mercury column 14 mm. 
higher in cuff-compression test 
of muscle strength; 


feels better than she has 
in 2 years. 


NEW 
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New Dianabol 
converts protein 

to working weight 
in wasting or 
debilitated patients 


Dianabol is a new tissue-building agent with distinct 
advantages over previous compounds of this type. 


By aiding the deposition, synthesis, and utilization of 
protein, Dianabol affords these benefits in the underweight 
elderly patients with or without serious disease and in 
patients who are chronically ill or convalescent: 


¢ Rebuilds tissue and improves appetite, thus promoting 
lean weight gain. - 

¢ Restores tone to weak, flabby musculature. 

¢ Speeds healing of wounds; hastens postoperative 
recovery and convalescence from a variety of diseases. 

¢ Strengthens skeletal structure; often relieves pain 
and increases mobility in osteoporosis. 

¢ Improves general physical status; helps to revive a sense 
of well-being. 


Economical, convenient to administer, and almost without 
virilizing effects, Dianabol overcomes the disadvantages 
that have restricted use of tissue-building compounds in the 
past. Older patients, whose funds are often limited, 

will particularly welcome the low cost of Dianabol 
therapy —in most cases only 9 to 17 cents a day. 


Complete information available on request. 
SUPPLIED: Tablets, 5 mg. (pink, scored); bottles of 100. 


Dianabol 
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New, orally effective tissue builder 


Converts protein to working weight 
in wasting or debilitated patients 
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IN ORAL CONTROL OF PAIN: 
FASTER—usually within 5-15-minutes. LASTS LONGER—usuall. 
6 hours or more. MORE THOROUGH RELIEF—permits uninterrupted 
sleep through the night. RARELY SQNSHPATES — excellent fo 
chronic or bedridden patients. 

AVERAGE ADULT DOSE: 1 tablet every 6 ho s. May be habit forming. Federa 
permits oral prescription, 


PercopaN* Tablet contains 4. 50 meg. hydro- 
chloride, 0.38 mg. dihydrohydroxycodeinone terephthalate, 0.38 mg. homa- 
terephthalate, 224 mg. acid, 160 mg. 
. 32 mg. caffeine. . 

Also available — for greater flexibility The 
-PercopaN formula with one-half the amount of salts of ‘dihydrohydroxy O- 
deinone and homatropine. 


Literature? Write 
ENDO LABORATORIES 
Richmond Hill 18, New York a 
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a form of 
ARISTOCORT® 
Triamcinolone 
to fill any 
topical need 


now... for greater patier t 


a smooth, creamy preparation 
containing the highly active 
topical corticosteroid, 
triamcinolone acetonide, 

plus neomycin 


Aristocort Acetonide Cream 


TRIAMCINOLONE ACETONIDE 0.1% 


Tubes of 5 and 15 Gm. 


Aristocort Acetonide Ointment 


TRIAMCINOLONE ACETONIDE 0.1% 


Tubes of 5 and 15 Gm. 


Especially desirable in thick lichenified chronic dermatoses requiring frictional applicatic a 


Neo-Aristocort’ Acetonide Eye-Ear Ointment 


NEOMYCIN-TRIAMCINOLONE ACETONIDE 0.1% 


Tubes of % oz. 


For inflammatory, allergic, infective eye and ear conditions 
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Triamcinolone Acetonide-Neomycin LEDERLE 


several factors indicate NEO-ARISTODERM Foam 
for topical treatment of dermatoses: 


(1) The Active Ingredients (2) The Vehicle (3) Patient Acceptance 
Triamcinolone Acetonide — with NEO-ARISTODERM Foam spreads readily NeEoO-ARISTODERM Foam is neat—not 
therapeutic efficacy equal to or greater without irritation or burning. It can be messy or sticky. Patients like the 
than that of topical hydrocortisone — applied to oozing, crusted, severely attractive push-button dispenser and 
in one-tenth the concentration; 1:2 inflamed and injured skin, or to the richness of the foam. This helps 
plus neomycin—a leading topical mucous membranes. There have been to assure faithful adherence to 
antimicrobial agent, no reactions of primary irritation or your instructions. 


allergic sensitization to date. 


Triamcinolone Acetonide 0.1%, Neomycin Sulfate 0.35% 15 cc. Push-button dispenser 


References: 1. Kanof, N. B., and Blau, S.: New York J. Med. 59:2184 (June 1) 1959. 
2. Smith, J. G., Jr.; Zawisza, R. J., and Blank, H.: A.M.A. Arch. Dermat. 78 :643 (Nov.) 1958. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
your patient’s depres- 
sion is relieved and her 
anxiety calmed—often in 
two or three days. She 
eats propery sleeps 
well, and her depression 
no longer complicates 
your basic regimen. 


Lifts depression...as it calms anxiety! 


For pregnant, postpartum and menopausal patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


‘Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this may be gradually increased up to 3 tablets q. 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely —no psychotic reactions. 

Deprol does not cause hypotension, tachy- 
cardia, jitteriness, or liver toxicity. It can 
be safely administered with basic therapy. 


“Deprol*“ 


Composition: 1 mg. 2-diethylaminoethy] 


(benactyzine HCl) and 400 mg. meprobamate. 


Supplied: Bottles of 50-light-pink, scored tablets. Write for 


literature and samples. 


WALLACE LABORATORIES 
New Brunswick, N. J. 
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in infectious 
in 

in hepatic 

in malabsorption syndrome**" 

in degenerative 

in cardiac disease 

in dermatitis 

in peptic 

in neuroses & psychiatric disorders**** 
in diabetes mellitus?» 
in 

in ulcerative 
in 

in pancreatitis” 

in female climacteric 


Patients with chronic disease deserve 
the nutritional support provided by 


Squibb Vitamin-Minerals for Therapy 


11 vitamins, 8 minerals 
Clinically-formulated and potency 
protected to provide 


enough nutritional support 
to do some good 


with vitamins only 
Theragran 
also available: 


Theragran Liquid 
Theragran Junior 


1-41 alist of the above references will be supplied on request. 
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Triaminic 


...Felief from pollen allergies 


more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.'® Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.' Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.”3 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCI 50 mg. 
Pheniramine maleate .... 25 mg. 


also available: 
TRIAMINIC JUVELETS® 1 the formulation of the Triaminic Tablet with timed-release action. 


TRIAMINIC SYRUP each teaspoonful (5 ml.) provides % the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958, 2. Lhotka, F.M.: Illinois M.J. 112:259 
(Dec.) 1957. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S.R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 


first—the outer layer dissolves 
within minutes to produce 
Relief is prompt and prolonged 3 to 4 hours of relief 
because of this special then—the core disintegrates 
to give 3 to 4 more 
hours of rellef 


timed-release action 


SMITH-DORSEY « A DIVISION OF THE WANDER COMPANY e LINCOLN, NEBRASKA 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED | 


PEAK BLOOD ORAL ROUTE PROVIDES — IMPROVED | 
LEVELS HIGHER INITIAL PEAK ANTIBIOTIC 
HIGHER THAN BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 
PENICILLIN V PENICILLIN G COMPLEMENTARITY 


SUPPLY: SYNCILLIN TABLETS—250 mg. and SYNCILLIN TABLETS - 125 mg. 
SYNCILLIN FOR ORAL SOLUTION —60 ml. bottles—when reconstituted, 125 mg. per 5 mil. 
SYNCILLIN FOR PEDIATRIC DROPS—1.5 Gm. bottles. Calibrated dropper delivers 125 mg. 
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CONSIDER THESE 6 IMPORTANT THERAPEUTIC ATTRIBUTES OF 
of 
4. 


potassium phenethicillin (POTASSIUM PENICILLIN-152) 


™ 


ANTIBIOTIC REDUCED SOME STAPH 
ACTIVITY RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SY NCTLLIN 


TO ORAL DOSE PENICTLLINASE IN VITRO 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK ( BRISTOL } 
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Butazolidin 


brand of phenylbutazone 


Ten years of experience in countless 
cases—more than 1700 published 
reports—have now established the 
eminence of Butazolidin among the 
potent non-hormonal 

antiarthritic agents. 


Repeatedly it has been demonstrated 
that Butazolidin: 

Within 24 to 72 hours produces 
striking relief of pain. 

Within 5 to 10 days affords a 

marked improvement in mobility 
and a significant subsidence of 
inflammation with reduction of 
swelling and absorption of effusion. 


Even when administered over 
months or years Butazolidin does 
not provoke tolerance nor produce 
signs of hormonal imbalance. 


Butazolidin® brand of phenylbutazone: 
Red-coated tablets of 100 mg. 

Butazolidin® Alka: Capsules containing 
Butazolidin® 100 mg. ; dried aluminum 
hydroxide gel 100 mg. ; magnesium trisilicate 
150 mg. ; homatropine methylbromide 1.25 mg. 


Geigy, Ardsley, New York Geiny 
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tense 
and 
patient 


relief comes fast and comfortably 


— does not produce autonomic side reactions 


— does not impair mental efficiency, 
motor control, or normal behavior 


— has not produced hypotension, Parkinson-like 
symptoms, agranulocytosis or jaundice 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets or as MEPROTABS*— 400 mg. unmarked, 


coated tablets. 


Miltown 


meprobamate (Wallace) 


® 
i) WALLACE LABORATORIES / New Brunswick, N. J. 
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relieves both stiffness and pain 
with safety... sustained effect 


In 100 consecutive patients with the low back syndrome, Kestler* 
reported that particularly gratifying was the ability of Soma “‘to relax 
muscular spasm, relieve pain, and restore normal movement, thus 


speeding recovery in a large majority of the patients.” 


RESULTS WITH SOMA IN THE LOW BACK SYNDROME* 


*Investigators’ reports to the Medical Department, Wallace Laboratories. (Total of 278 cases) 


NOTABLE SAFETY— extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage 


RAPID ACTION —starts to act quickly SUSTAINED EFFECT—relief lasts up to 6 hours 
EASY TO USE —usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime 


SUPPLIED — as white, coated, 350 mg. tablets, bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


1. Kestler, O.: In The Pharmacology and Clinical Useful of Carisoprodol, Wayne State University Press, Detroit, 1959. 2. Berger, 
F. M.; Kletzkin, M.; Ludwig, B. J.; Margolin, S., and Powell, L. S.: J. Pharm. Exp. Ther. 127 :66 (Sept.) 1959. 3. Spears, C. E. and 
Phelps, W. M.: Arch. Pediat. 76 :287 (July) 1959. 4. Phelps, W. M.: Arch. Pediat. 76:243 (June) 1959. 5. Friedman, A. P.; Frankel, 
K., and Fransway, R. L.: Papers presented at Scientific Meeting, New York State Society of Industrial Medicine, Inc., New York, 
Sept. 30, 1959. 6. Kuge, T.: Unpublished reports. 7. Ostrowski, J. P.: Orthopedics 2:7 (Jan.) 1960. 


Literature and samples on request 


Also available on request: The Pharmacology and Clinical Usefulness of Carisoprodol, Wayne 
State University Press, Detroit, 1959. (185 pages) 


Laporatories, New Brunswick, New Jersey 


‘ TO VERY GOOD 68% 2D TO) Fs | 
(carisoprodol Wallace) 


Used in the bath SARDO releases 
millions of microfine water-dispersible 
iglobules* to provide a soothing, softening 
suspension which enhances your other 
therapy. SARDO baths... 


1 rehydrate the dry, itchy, scaly skin. 
2 add comfort to the therapeutic care 


3 act to measurably increase natural 
emollient skin oil 


4 minimize loss of natural oll and 
excessive moisture with a fine 
non-occlusive film 


Patients will appreciate pleasant, 
convenient, easy to use, pine-scented 
SARDO, Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. 


1. Spoor, H. J.: N. Y. State J. Med. Oct. 15, 1958 


Sardeau, Inc. Steet 


ADVERTISEMENTS 


in the bath 


for atopic dermatitis 
eczematoid dermatitis 
senile pruritus 
contact dermatitis 
soap dermatitis 


© 1959 


*Patent Pending, T.M. 


| 
Dardol 
| 
Samples and literature 
° yours for the asking. 
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when sulfa is your of KYNEX i is your of 


OUTSTANDING 1-DOSE-A-DAY SULFA—Rapid peak attainment in 1 to 2 
hours”’...approximately one-half the time of other single-daily dose sulfas.’ 
High free levels—as much as 95 per cent of circulating levels remaining in fully 
active unconjugated forms.’ Extremely low 2.7 per cent incidence of side effects 
in a clinical study on 223 patients.‘ Includes total reactions (subjective and 
objective), all temporary and rapidly reversed. No crystalluria reported. 


KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: Adults. 0.56 Gm. K Y N F X 


(i tablet) daily following an initial first day dose of 1 Gm. (2 tablets). 
Sulfamethoxypyridazine Lederle 


KYNEX Acetyl Pediatric Suspension, cherry-flavored, 250 mg. sul- 
famethoxypyridazine activity per tsp. (5 cc.). Bottles of 4 and 16 fi. oz. 


New for acute G. U. infection AZO KYNEX Tablets (for q. i. d. 
dosage), 125 mg. KYNEX If; thoxypyridazine in the shell 
with 150 mg. phenyl: inopyridine HCI in the core. 

1. Boger, W.-P.; Strickland, C. S., and Gylfe, J. M.: Antibiotic Med. & Clin. Ther. 3:378 (Nov.) 1956. 2. Boger, W. P.: In: Antibiotic Annual 1958-1959, Medical Encyclopedia, 
Inc., New York. 1959, p. 48, 3. Sheth, U. K.; Kulkarni, B. ., and Kamath, P..G.: Antibiotic Med. & Clin. Ther. 5:604 (Oct.) 1958. 4. Anderson, P. C., and Wissinger, H. As 
U. S, Armed Forces M. J. 10:1051 (Sept.) 1959. 


CD LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN’. . . 


Combines the anti- 


e 
2 inflammatory effect 
of hydrocortisone with 
the comprehensive 
Cc bactericidal action 


brand OINTMENT 
of the antibiotics. 


Each gram contains: SOLE. 5 mg. 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone ............4-. (1%) 10 mg. 
400 Units in a special petrolatum base. 


Provides comprehensive 4 ® 
bactericidal action 

effective against virtually 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin .............00-- 
Neomycin Sulfate ...... eames See 5 mg. in a special petrolatum base. 


f 3 ® Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication, 


Each gram contains: 
‘Aerosporin’® brand Zinc Bacitracin ..... 


Polymyxin B Sulfate ........... 10,000 Units in a special petrolatum base. 


. BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Maximal Absorption 
Acid stable, highly soluble 


Maximal Blood Levels 
Maximal Flexibility 


May be administered without regard to meals. 
However, highest absorption is achieved 
when taken just before or between meals. 


Maximal Oral Indications 


Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


DOSAGE: For moderately severe conditions, 125 to 250 
mg. three times daily. For more severe conditions, 500 
mg. as often as every four hours around the clock. 


NOTE: To-date, MAXIPEN has not shown less allergic 
reactions than older oral penicillins. Usual precautions 
regarding penicillin administration should be observed. 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 
units), bottles of 36; 250 mg. (400,000 units), bottles of 
24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION; re- 
constituted each 5 cc. contains 125 mg. (200,000 units), 
in 60 cc. bottles. 


COMPARATIVE ORAL SERUM LEVELS* i 
Fasting and Non-Fasting States / 250 Mg. Dose 


AVERAGE SERUM LEVELS Mog./Mi. 


*Based on 3294 individual serum antibiotic deter- 
minations. Complete details available on request. 


MAXIPEN, the orally maximal penicillin, 
is a triumph of man over molecule; a 
product of Pfizer Research 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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Roerig Announces... 9 
: 
 e-phenoxyethyl penicillin potassium 
‘THE GRALLY MAXIMAL PENICILLIN 
BS 
omen Maxipen, Fast 
a0 Maxipen, Non-Fast 
penicillin V potassium, Fast 
HOURS : 


Doctors, too, like “Premarin? 


doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a:case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. Montreal, Canada 
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writes 
new chapter diuretic 
hypertension therapy 


lowest dosage — unexcelled diuretic activity 


trichlormethiazide 


selective electrolyte screening 


lower potassium excretion, less risk of digitalis toxicity...maximum sodium output... 
balanced sodium and chloride excretion...24-hour effect on one 4 mg. dose...signifi- 
cant antihypertensive effect alone, potentiates other antihypertensive drugs... 

more economically priced...dosage less than 1/100 of chlorothiazide 

Packaging: NAQUA Tablets, 2 and 4 mg. scored, bottles of 100 and 1000. 
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experience 
dictates 


for maximum effectiveness Recently, Griffith! reported that V-Cillin 
K produces antibacterial activity in the serum against penicillin-sensitive patho- 
gens which is unsurpassed by any other form of oral penicillin. This helps explain 
why physicians have consistently found that V-Cillin K gives a dependable 
clinical response. 


for unmatched speed Peak levels of antibacterial activity are attained 
within fifteen to thirty minutes—faster than with any other oral penicillin.! 
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Scientific 
ARTICLES 


Bilateral Internal Iliac Artery Occlusion 


May Result in Serious Complications 


ALFRED M. TOCKER, M.D.; ROBERT A. EASTWOOD, M.D.; 


and A. J. WRAY, M.D., Wichita 


WITH THE AVAILABILITY OF prosthetic blood vessel 
grafts and the development of surgical technics with- 
in recent years, by-pass and replacement vascular sur- 
gery and thrombointimectomy operations have be- 
come acceptable and even commonplace in all major 
hospitals. This is particularly important in cases in 
which the time factor is of utmost importance—such 
as ruptured abdominal aneurysms, arterial emboli, 
etc. Operations in the localities in which such catas- 
trophes occur offer obvious advantages over transfer 
of the patient to distant medical centers. 

While by-pass procedures and thrombointimec- 
tomies (the latter being preferable) have become the 
more acceptable operations in obliterative arterial 
disease, replacement of the involved area with one of 
the readily available prosthetic grafts is the accepted 
procedure for aneurysms. The most commonly per- 
formed operation of .graft replacement of diseased 
segments is that performed for abdominal aortic 
aneurysms. More often than not, such aneurysms ex- 
tend beyond the bifurcation of the aorta, frequently 
involving the branches of the common iliac arteries 
bilaterally. Replacement of the involved abdominal 
aorta and its branches with a prosthetic graft is the 
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procedure of choice. Usually one or both internal iliac 
arteries are ligated with impunity with no significant 
complications. Such bilateral ligations are commonly 
used in gynecological operations, and have been rec- 


Bilateral ligation of the internal iliac 
arteries is often performed with im- 
punity in vascular, general surgical and 
gynecological operations. Cases are pre- 
sented illustrating the calculated risks 
and serious complications which may re- 
sult from occlusion of these vessels, es- 
pecially in the presence of diseases with 
generalized involvement of the arteries. 


ommended in abdominoperineal resection for cancer 
of the rectum. 

However, we are convinced that bilateral ligation 
of the internal iliac arteries is not completely harm- 
less and does carry a calculated risk and may result 
in serious complications in a small number of cases. 


Review of Literature 


Tajes attributed delayed necrosis of the buttocks to 
bilateral ligation of the hypogastric arteries performed 
in a case of anorectal cancer treated by combined ab- 
dominoperineal resection of the rectum, and a review 
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of the literature by him at that time (1955) revealed 
only two additional cases to have been reported. We 
have been unable to find any further reports in the 
literature on this subject since that time. However, 
John L. Madden in his book Atlas of Technics in 
Surgery recommends anastomosis of the internal 
iliac arteries, if patent, to the prosthetic graft in 
cases of excision of aneurysms of the abdominal 
aorta in which transection is performed distal to the 
common iliac arteries, stating that in one patient in 


whom ligation rather than anastomosis of thé iin- bg 
with the inferior gluteal; of the superior gluteal with 


ternal iliac arteries was done, two large areas of tissue 
necrosis occurred deep within the buttocks with sec- 
ondary skin necrosis. He further warned that in some 
patients compromise of the blood supply to a segment 
of the colon may result from failure to anastomose the 
graft with the internal iliac arteries. Bacon states that 
he ligates the internal iliac artery beneath its superior 
gluteal branch without complications. 

Kornfield and Jacobson recently reported a case of 
acute ureteral block with the clinical picture of acute 
pyelonephritis due to obstruction by the right common 
iliac artery involvement in a dumbbell-shaped aortic 
aneurysm operated upon by one of us (AMT) at the 
Veterans Administration Hospital in Wichita, Kan- 
sas. Both internal iliac arteries were ligated due to 
the tubular aneurysmal dilatation involving these 
vessels without obstruction of the lumens. The an- 
eurysm was resected and replaced by an Edwards- 
Tapp type bifurcation graft extending from the aorta 
below the renal vessels to the external iliac vessels 
bilaterally. This patient experienced urinary inconti- 
nence of a moderate degree which improved over a 
period of weeks to satisfactory urinary control. We 
postulate that this improvement resulted from the 
development of collateral circulation to the pelvic 
area formerly supplied by the ligated internal iliac 
vessels. In a somewhat similar sense, Case No. 1, pre- 
viously reported in the literature, illustrates complete 
relief of severe urinary incontinence by re-establish- 
ment of blood flow through the internal iliac arteries 
obliterated in the occlusive pathology of Leriche 
syndrome. 


Anatomy 
In Gray’s anatomy book, the branches of the in- 
ternal iliac artery are listed as follows: 


ANTERIOR BRANCHES POSTERIOR BRANCHES 


Superior Vesical Iliolumbar 
Middle Vesical Lateral Sacral 
Inferior Vesical Superior Gluteal 
Middle Hemorrhoidal 

Obturator 


Internal Pudental 
Inferior Gluteal 


Uterine In the Female 
Vaginal 3 


With reference to the collateral circulation of this 
vessel, this same anatomy book states: “The circula- 
tion after ligature of the internal iliac artery is car- 
ried on by the anastomoses of the uterine and ovarian 
arteries; of the vesical arteries of the two sides; of 
the hemorrhoidal branches of the internal iliac with 
those from the inferior mesenteric; of the obturator 
artery, by means of its pubic branch, with the vessel 
of the opposite side, and with the inferior epigastric 
and medial femoral circumflex; of the circumflex 
and. perforating branches of the profunda femoris 


the posterior branches of the lateral sacral arteries ; 
of the iliolumbar with the last lumbar; of the lateral 
sacral with the middle sacral; and of the iliac circum- 
flex with the iliolumbar and superior gluteal.”’ 

From a theoretical standpoint, collateral circulation 
following bilateral internal iliac artery ligation ap- 
pears to be adequate. However, a number of authors 
have reported instances in which circulation has not 
been adequate and necrosis due to ischemia has re- 
sulted, with serious or even fatal results. This is more 
likely to occur if the vessels involved in the collateral 
circulation are themselves affected by the disease 
process, such as in generalized obliterative vascular 
disease. 


Case Reports 


The following two cases illustrate complications 
which may result from occlusion of the internal iliac 
arteries. 

Case 1. Mrs. F. J., a 44-year-old white woman, 
presented herself with the chief complaints of hip 
pains, cramps, and weakness of the lower extrem- 
ities, and urinary incontinence. About five years pre- 
viously she had first noted cramping and fatigue of 
her lower extremities on exercise, relieved by rest, 
which symptoms had progressively become worse. 
Pains developed in her back, hips and pelvis. Her 
legs felt cold and numb. Urinary incontinence, which 
developed in 1952, had been progressive. She wore 
a pad at all times, which was always wet with urine. 
When she would get up from a lying or sitting posi- 
tion, urine would “gush” from her. She seldom had 
any urine to pass voluntarily. 

All previous therapy, medical and surgical, had 
been ineffective. Bilateral lumbar sympathectomy 
with removal of the second and third lumbar ganglia 
on both sides had been performed in April, 1953, 
and the operator at that time had palpated the aorta, 
which he described as a hard, rigid tube. X-rays at 
that time had revealed calcification of the aortic arch 
and extensive calcification of the abdominal aorta and 
its bifurcation. 

She was treated for the urinary incontinence with- 
out benefit by a competent urologist by repeated peri- 
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odic dilatations. In December 1954 surgical repair 
of a cystocele and plication of the urethra had re- 
sulted in immediate control of the incontinence, but 
within a period of two weeks this condition had re- 
turned to its pre-operative status. 

No pulsations could be elicited on palpation of the 
abdominal aorta, or femoral, popliteal, posterior tibial 
or dorsalis pedis arteries. Blood pressure, 160/75 in 
both arms, was absent in the lower extremities. There 
was a meager amount of hair on the legs. Her legs 
were comparatively cold to the touch. She had global 
atrophy of both legs, more on the left. Her walk was 
a slow, cautious gait, and she was able to walk only 
a measured 40 feet before having to stop because of 
leg cramps. After a short rest, she was able to con- 
tinue again. Because her right leg was less involved 
than her left, she was able to walk half a block by 
using crutches before developing hip pains and leg 
cramps. 

Translumbar aortogram with 25 per cent diodrast 
revealed occlusion of the aorta below the renal ves- 
sels. The vessels of the legs appeared to be patent. 

On June 7, 1955, operation was performed by one 
of us (AMT). A hard, calcified, pulseless abdominal 
aorta and its bifurcation were exposed and resected 
from just below the superior mesenteric artery to the 
bifurcation of both common iliacs into the external 
and internal iliac arteries. The shrunken resected 
arteriosclerotic vessels were completely occluded by 
the calcified, thrombosed, and gelatinous-like contents 
within the lumen, which extended superiorly and in- 
feriorly on both sides beyond the limits of the resec- 
tion. The extent of the resection was limited by the 
length of the one lyophilized homograft of the aorta 
and its bifurcation which we had on hand. (Prosthetic 
grafts were not available to us at the time of this op- 
eration.) No free bleeding was obtained from the 
open end of the aorta superiorly or from either open 
vessel inferiorly until the plugs within these lumens 
were removed by thrombo-endartectomies. Following 
this there appeared to be no obstruction from the 
aorta above or from the endarterectomized right in- 
ternal and external iliac arteries. The blood flow from 
the endarterectomized left internal and external iliac 
arteries was somewhat less satisfactory. The lyo- 
philized aortic homograft and bifurcation was sutured 
into place. 

Her postoperative course was essentially uncom- 
plicated. Urinary incontinence, which had existed for 
three years before operation, was no longer present. 
Her hip pains and numbness and coldness of her 
lower extremities disappeared. All pulses of the right 
leg were strong, with a blood pressure of 150/100, 
while those of the left were faintly palpable with a 
blood pressure of 110/94. Intermittent claudication, 
which previously even awakened her from sleep, was 
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only occasionally present in a mild form in her left 
lower extremity after exercise. She no longer had the 
preoperative fatigue of her right leg, and that of her 
left was definitely less. The numbness and coldness 
oi iner legs were no longer present. Pains and cramps 
in her back, hips, pelvis and legs disappeared, except 
for milder pains of her left hip and leg. There was 
growth of hair on her legs. Libido was definitely in- 
creased. (Preoperatively she had practically abstained 
from sexual relations for approximately two years.) 
She was able to walk up to three blocks (as compared 
to 40 feet preoperatively) before left hip and leg 
cramps developed, but these were less severe than pre- 
operatively and required only a short rest period for 
relief. Although the excellent condition of her right 
leg now permitted her to walk an indefinite distance 
with the crutches she used preoperatively, she no 
longer used crutches, even when going shopping. Four 
years after operation, symptoms in her left leg have 
increased, but her right leg remains satisfactory and 
she continues to have excellent urinary control. 

Comment: This case report is presented primarily 
because the patient’s severe urinary incontinence 
(which over a period of years had failed to respond 
to all other treatments, including repair of a cystocele 
and plication of the urethra) was immediately, dra- 
matically and practically completely cured following 
resection of the occluded portion of the abdominal 
aorta and its bifurcation and replacement with a 
lyophilized homograft. This was undoubtedly due to 
the increased blood supply to the pelvic region, not 
only through the thrombointimectomized internal 
iliac arteries, but also through the collateral vessels 
benefiting from the increased blood flow to the ves- 
sels of the lower extermities. 

Inability of the male to keep a stable erection and 
impotency—symptoms commonly seen in the more 
numerous male patients with Leriche syndrome—and 
the improvement in these symptoms following aortic 
grafting may be explained on the same basis. It is 
noted that our patient’s libido was improved by op- 
eration. 

It is accepted generally that a thrombosed vessel 
is no longer a part of the arterial system, and with 
occlusion becomes a carrier of vaso-constriction im- 
pulses, and also originates reflex arteriospasm. These 
effects extend not only to the vessels of the extrem- 
ities, but to the vessels of the pelvis and to all organs 
supplied by these vessels. : 

In this generalized obliterative disease of the blood 
vessels, the entire vascular tree, including the col- 
lateral vessels, is involved. The blood supply is di- 
minished to a critical level, and occlusion of the in- 
ternal iliac arteries results in inadequate vascularity 
with resulting complications due to ischemia. 

Urinary incontinence appearing after operation 
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such as in the second case reported by Kornfield and 
Jacobson is usually attributed to involvement of the 
neurological elements. However, in the case reported 
above, disappearance of urinary incontinence of 
three years duration after re-establishment of the 
blood flow of the obliterated internal iliac arteries 
suggests strongly that an inadequate blood supply is 
the important factor here. 

Case 2. Approximately three months prior to his 
admission for resection and zraft replacement of an 
unusually large aneurysm of the abdominal aorta and 
bifurcation, J. M. H., a 68-year-old white male, had 
had an exploratory laparotomy. Following this he 
had a long stormy course with numerous complica- 
tions including prolonged paralytic ileus, distention 
and wound disruption with evisceration. The operator 
described the aneurysm, as noted at the laparotomy, 
as a huge mass approximately 12 inches in diameter 
and extending from the level of the renal vessels to 
involve both common iliac vessels for a distance of 
about three inches. 

Although this patient's convalescence following 
the above operations had been slow, stormy and com- 
plicated, he was in good condition at the time of this 
admission. He had no complaints other than the 
presence of an abdominal mass. Pulsations of the 
femoral, popliteal, posterior tibial and dorsalis pedis 
arteries were palpable bilaterally. Kidney function 
was satisfactory. 

On November 4, 1958 an aneurysm extending 
from the renal vessels and involving both common 
and internal iliac vessels, with aneurysmal dilatation 
of the right internal iliac artery to its first branches, 
was resected and replaced with a dacron aortic bi- 
furcation graft (Figure 1). The aneurysmal portions 
of the internal iliac arteries were removed and the 
vessels ligated with no attempt made to anastomose 
either vessel to the graft. The bifurcation ends of the 
graft were sutured to the external iliac arteries. 

The pathological diagnosis was arteriosclerotic 
aneurysm with thrombus formation. 

The immediate postoperative period was excellent. 
Early difficulty in urinating soon cleared. Later the 
patient developed persistent recurrent hiccups and 
his sensorium was clouded and for several ways he 
was drowsy and mentally confused—complications 
which had also been present after his previous sur- 
gical procedures. Warmth, color and pulsations in 
both lower extremities were excellent. His chief com- 
plaint, however, was severe constant pain in the 
region of the coccyx, the right buttock and right hip. 
There was deep discoloration over the right buttock, 
with secondary involvement of the overlying skin. 
The coccygeal area showed similar discoloration with 
mild superficial ulceration. 

He was discharged on his 13th postoperative day 
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but was readmitted for a short period ten days later 
for drainage of a wound abscess from which coagulase 
negative staphylococcus albus organisms were cul- 
tured. During this admission he continued to com- 
plain of pain in the region of the coccyx, the right 
buttock and right hip, which made it difficult for him 
to walk. The underlying discoloration of the right 
buttock apeared more definite but smaller in area, and 
the skin involvement over this region and over the 
coccyx appeared to be improving. 

When seen approximately two months postoper- 
atively, his general condition continued to be very 
good. He no longer complained of pain around the 
coccyx, right buttock or right hip, although he did 
have a mild vague cramping in the sole of his right 
foot. He had also developed a troublesome diarrhea 
which gradually improved and cleared. The involved 
right buttock skin appeared discolored and pigmented 
but otherwise healthy. Six months after operation he 
was reported to be well and asymptomatic. 

Comment: This case illustrates the delayed deep 
tissue necrosis of the buttock region with secondary 
skin necrosis which may result from ligation of the 
internal iliac arteries as noted by Tajes and Madden. 
The branches of the internal iliac arteries supply and 
anastomose with collateral vessels of all areas in 
which this patient complained of pain—the coccygeal 
area and buttock and hip. It is significant that his 
involvement was on the side on which the internal 
iliac artery showed most aneurysmal involvement re- 
quiring extensive resection (Figure 1). We postu- 
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Figure 1. The unbroken line indicates the outline of 
the aneurysmal involvement of the vessels. The broken 
line indicates the prosthetic graft replacement. 


late that the generalized arteriosclerotic changes of 
this man’s blood vessels also involved the collateral 
vessels, and that the critical blood supply to these 
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areas was reduced to an inadequate level upon liga- 
tion of the internal iliac artery. 


Summary and Conclusions 


From a theoretical standpoint, collateral circula- 
tion following bilateral internal artery ligation ap- 
pears to be adequate, and in practice these vessels 
have been ligated with impunity. 

However, in diseases involving all the arteries of 
the body in general, such as arteriosclerosis, with in- 
volvement of the collateral vessels, obliteration of the 
internal iliac arteries results in reduction of a critical 
to an inadequate blood supply, with ischemia and in- 
terference with normal function. This explains the 
delayed deep necrosis of the buttocks with secondary 
skin involvement and compromise of the blood supply 
of a segment of the colon which have occasionally 
occurred. 

We further postulate that urinary incontinence may 
result in such cases, and have presented a case in 
which severe urinary incontinence of three years dura- 
tion was cured upon re-establishment of blood flow 
through obliterated internal iliac arteries. 


Professional Arts Building 
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Simpler Method Described for Emergency Transfusions 


A simplified method of giving blood transfusions in certain emergency cases was dis- 


closed today by two Chicago doctors. 


Writing in the Journal of the American Medical Association, Drs. John R. Tobin, Jr., 
and Irving A. Friedman described a new way to process transfusions which must be en- 
riched with platelets, a blood component involved in coagulation. Such transfusions are 
used in emergencies to control bleeding and clotting. 

“, . . the usual methods for the preparation of platelet concentrates, platelet-rich 
plasma, or platelet-enriched whole blood incorporate techniques which are not available 
to the usual hospital blood bank, i.e., low-temperature processing, special anticoagulants, 
and the immediate availability of compatible blood donors,” they said. ‘The inference 


that these latter techniques are essential . 


therapeutic tool.” 


. . has deprived many hospitals of a valuable 


“It is our contention that platelet transfusion . . . can be made readily available if the 


‘bank blood’ . . . is used.” 


The doctors studied 13 patients given processed whole blood from normal donors, 
compatible with the recipient and in storage less than 48 hours. 

They reported that bleeding ‘“‘was dramatically controlled in five, partially controlled 
in five, and poorly controlled in three patients.” 

The doctors concluded that human platelets can be prepared for transfusion ‘without 
special procedures or immediately available compatible blood donors” and this should 
make such transfusions possible in most hospitals. 

Dr. Tobin is associated with the departments of medical education and hematology of 
the Hektoen Institute for Medical Research of the Cook County Hospital and the depart- 
ments of Medicine of the Stritch School of Medicine, Loyola University. Dr. Friedman 
is associated with the Chicago Medical School. 


Enovid Therapy for Endometriosis 


E. J. CHANEY, M.D., Belleville 


THE TREATMENT OF endometriosis varies from an- 
algesics to extensive surgical procedures. The recent 
introduction of potent progestational agents has pro- 
vided physicians with a useful tool. There are many 
reports on the use of these agents, but few have 
mentioned the complication reported here. Perhaps 
this report will be interesting and useful to others 
treating this disease. 

A 23-year-old white female was first seen on March 
12, 1958, for severe dysmenorrhea. She~ had been 
seen elsewhere in November, 1957 for an acute 
surgical abdomen, and laparotomy revealed extensive 
pelvic endometriosis and bleeding from the right 
ovary. She had a left salpingo-oophorectomy and a 
partial right oophorectomy. The pathological report 
showed ‘Endometriosis of both ovaries and left tube.’’ 
Since that time she had continued to have severe 
dysmenorrhea and pelvic pain. Physical examination 
was normal, and the uterus was normal in size, shape 
and position. The left adenexal area was thickened 
and a three to four cm. cystic area felt in the right 
adenexa. She was started on diethylstilbestrol in in- 
creasing dosage up to 175 mg. per day. She had 
spotting on this dosage, and it was discontinued, with 
the total time of stilbestrol therapy being 72 days. 
The stilbestrol was slowly discontinued over a weeks 
time and she experienced painless bleeding of a 
moderate amount for two days. 


Pregnant Appearance 


She was then placed on Enovid® 10 mg. daily and 
had no spotting or bleeding and felt well. She was 
seen at the emergency room of the hospital after 44 
days of Enovid therapy complaining of severe lower 
abdominal cramping pain and vaginal spotting. 
Pelvic examination revealed a firm, tender uterus 
enlarged to the size of a six to eight weeks pregnancy. 

The os was dilated three cm. and decidual appear- 
ing material protruded from it. The uterus was 
cleaned as well as possible with a dull curette. The 
material removed was grossly decidual in appearance, 
and an enormous amount was removed. Since that 
time she has remained well with no reoccurrence of 
her dysmenorrhea. 

This material weighed approximately 45 grams 
and the patient passed more of the tissue for a week 


Potent Progesterone-Like Substances 


May Cause Unusual Findings 


following the curettage. The tissue was sent to pathol- 
ogists with a case history and the reports were as 
follows: “Placental tissue showing thrombosis of 
blood vessels and infection’ and “Acute necrotizing 
endometritis with decidual-like reaction.” A third re- 
ported ‘‘Decidual reaction.” 


Kistner’s Report 


Kistner has reported 12 patients treated with var- 
ious types of estrogen with progesterone therapy and 
interestingly, three of the patients on estrogen fol- 
lowed by progesterone developed pain or had curet- 
tage for bleeding. One “aborted” a large decidual 
cast; another had a ‘voluminous amount” of tissue 
removed at curettage and the third had “profuse 
bleeding” and at curettage “Profuse curettings’” were 
obtained. 

Since others may use these agents they should be 
aware of this complication following stilbestrol 
therapy, and a report of the medication used, sub- 
mitted along with any tissue sent to the pathologist. 
Pathologist should also be informed as to the picture 
seen when patients have been on Enovid since a con- 
fusing and erroneous report of the tissue could result. 


Summary 


A case report of massive decidual reaction follow- 
ing diethylstilbestrol and Enovid therapy is pre- 
sented. I wish to thank Dr. J. Wm. Crossen of G. D. 
Searle and Company for his help and to Dr. J. O. 
Boley for his examination of the tissue. 
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1325 18th Street 
Belleville, Kansas 


As I have come to understand men, it is clear to 
me that there is much more good will in them than 
appears. As the waters of visible streams are small 
compared with those that flow below the ground, so 
also the visible idealism of men in comparison with 
that which they cherish within them unrevealed or 
barely so. —Albert Schweitzer 
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Tinea Capitis 


Treatment Using Oral Griseofulvin Therapy 


GORDON C. SAUER, M.D., Kansas City 


ANOTHER THERAPEUTIC MILESTONE was announced 
to the medical profession on December 10, 1958 
when Doctors Blank and Roth presented their paper 
on “The Treatment of Dermatomycoses With Orally 
Administered Griseofulvin’’ at the meeting of the 
American Academy of Dermatology. This report 
covered 31 cases of superficial fungus infection 
treated in the previous three months since the drug 
had been received in this country. Simultaneously, 
investigations in England were reporting on guinea 
pig, cattle, and human fungus infections treated with 
griseofulvin. 

As is true of any new drug that suddenly flowers 
as a therapeutic miracle, many years of cultivation 
and study preceded the apparent blossoming. Griseo- 
fulvin is a derivative of Penicillium griseofulvum and 
was first isolated in 1939. In the succeeding 19 years 
until 1958 over 40 articles concerning griseofulvin 
appeared in the scientific literature. The majority of 
these articles were concerned with the chemistry of 
the agent but in 1946 the first report was published 
on a vital effect of griseofulvin. This biologic effect 
was its ability to produce curling and stunting of the 
germ tubes of the fungus Botrytis allii. In 1958, Gen- 
tles reported on the oral treatment of experimental 
ringworm occurring in guinea pigs. 

The medical literature will be soon bursting forth 


with the fruits of 20 years’ work on this chemical. To 


date, there have been five cases of tinea capitis (ring- 
worm of the scalp) treated with griseofulvin. These 
cases were treated with a daily dose of from one to 
two Gm. The purpose of this paper is to present 23 
cases of children treated with a dose of only 14 Gm. 
per day. In the summary I will attempt to define the 
minimum dosage needed, the minimum duration of 
therapy, the necessary additional management of 
these scalp infections, and propose a tentative treat- 
ment schedule. 

To accomplish these objectives, several illustrative 
cases will be reported. All cases were followed with 
a preliminary blood count and urinalysis that was 


Doctor Sauer is head of the Section of Dermatology, Uni- 
versity of Kansas School of Medicine. The griseofulvin 
(Fulvicin®) used in this study was generously supplied by 
G. Kenneth Hawkins, M.D., of Schering. 

I am indebted to Dr. Robert Hudson for his clinical as- 
sistance and to Mrs. Kay Wahl for the drawing of Figure 1. 
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repeated after at least two weeks of therapy. Cultures 
for fungi were made at weekly intervals. 


Case Reports 


Patient No. 1. A four-year-old white male. The 
parents first noticed scalp hair loss around one month 
prior to the first office visit on December 15, 1958. 
Examination of the scalp revealed six areas of hair 
loss with bluish-green fluorescence under the Wood's 
light. A hair was cultured on Sabouraud’s media and 


This is a report on oral griseofulvin 
therapy of 23 children with ringworm of 
the scalp. The dosage of griseofulvin ad- 
ministered was 500 mg. daily for three 
to five weeks, with the majority of pa- 
tients receiving only four weeks of ther- 
apy. The purpose of this study was to 
determine the minimum dosage, the op- 
timum duration of treatment, and the 
necessary additional management of 
these cases. 

Tinea due to three species of fungi are 
reported. There appears to be no es- 
sential difference in the species response 
to griseofulvin therapy. 

There was one treatment failure out 
of the 23 cases using a dosage of griseo- 
fulvin the author considers to be a mini- 
mal amount of the drug. 

Toxicity consisted of mild headaches 
in two cases, with transient hives in one 
of these two cases. 


the growth was identified as M. Audouini. Treatment 
consisted of the routine measures such as daily sham- 
pooing, wearing of white cotton cap, and twice a day 
application of salve consisting of five per cent ppt. 
sulfur in Salundek ointment. On January 28, 1959, 
six weeks later, the infection was still present and the 
patient was placed on griseofulvin (Fulvicin) 125 
mg. q.i.d. All local therapy was stopped. After one 
week of therapy the only change was the disappear- 


‘ance of soreness in the lymph nodes in the neck. A 


potassium hydroxide preparation of a hair showed 
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ectothrix infection and the culture grew M. Audouini. 
After two weeks of treatment the fluorescent area on 
hair was seen to have grown out slightly from the 
scalp. The KOH preparation and culture were both 
still positive. A complete blood count and urinalysis 
on this date showed no change from tests done before 
the therapy was begun. After three weeks of therapy 
with griseofulvin the color of the fluorescence had 
changed it pale yellow. The KOH preparation and 
culture were positive. Following the completion of 
four weeks of treatment the griseofulvin was discon- 
tinued. Only faintly fluorescent stubs of hair were 
seen. The KOH preparation was questionably pos- 
itive. The Sabouraud’s culture was positive. At the 
end of five weeks since the onset of therapy there was 
pale fluorescence of three tips of hairs, there was not 
enough material for a KOH preparation but the cul- 
ture was positive. At the end of six weeks, the fluo- 
rescence was not seen and the culture was negative. 
Examination ten weeks after therapy was begun re- 
vealed no evidence of infection. 

Patient No. 15. A nine-year-old white female. The 
patient was first seen on November 3, 1958. The 
mother stated that scaly lesions first developed on the 
arms and knees but for three weeks they had been 
present on the scalp. The child had been playing with 
a neighbor’s kitten. Examination revealed 20 per 
cent of the scalp hairs to be fluorescent. Local treat- 
ment was prescribed. Culture on Sabouraud’s grew 
M. canis. After 12 weeks of local therapy and manual 
epilation of the hairs, there was no improvement. No 
kerion had developed. On January 27, 1959 all local 
therapy was stopped and the patient was placed on 
griseofulvin (Fulvicin) therapy of 125 mg. q.i.d. 
She was followed at weekly intervals with KOH 
preparations and cultures. There was no change in a 
complete blood count and urinalysis taken before 
therapy and after two weeks of therapy. The most 
interesting observation was the progression of the 
fluorescent “‘cast’’ that surrounded the hair shaft 
growing out with the hair. This is portrayed in 
Figure 1. Therapy was stopped after three weeks. The 
KOH preparation and culture were negative five 
weeks after the onset of treatment. A few fluorescent 
casts remained on her long blonde hair until after the 
eighth week since the onset of therapy due to the 


Since September 30, 1959, when the article was accepted, 
a case due to M. canis has relapsed. This occurred in Pa- 
tient No. 20, four months after therapy was stopped. Eight 
weeks of additional therapy of griseofulvin, 250 mg. twice 
a day, resulted in a cure. 

The other treatment failure, following what is now 
known to be inadequate therapy of only four weeks, in Pa- 
tient No. 12, was treated elsewhere with longer therapy 
and larger doses of griseofulvin and was cured. This case 
was due to M. Audouini. 

The conclusion remains that therapy should be adminis- 
tered for six to eight weeks, and that the final decision on 
cessation of therapy rests with the Wood’s light findings 
or the results of the other laboratory tests. 


fact that so many hairs were initially infected, and 
physical removal, except by shaving, was impossible. 
Re-examination at the end of 12 weeks showed no 
evidence of infection. 

Patient No. 23. A four-year-old negro male. This 
patient was seen because of pustules in the scalp 
since February 1959. His sister had had similar lesions 
(Patient No. 21) and received griseofulvin therapy. 
Examination revealed a moderate number of pustular 
like lesions in the scalp. There were no fluorescent 
hairs under the Wood's light. Culture on Sabouraud’s 
media grew T. mentagrophytes. On April 30, 1959 
the patient was placed on griseofulvin (Fulvicin) 
therapy, 500 mg. to be taken in the morning. He 
was then followed at weekly intervals. At the end of 
three weeks the pustules had disappeared. A com- 
plete blood count and urinalysis at that time showed 
no change from pre-treatment tests. Griseofulvin 
therapy was stopped at the end of five weeks. At this 
date the culture was negative. Final examination 10 
weeks after therapy was begun showed no evidence 
of infection. 


Discussion 


Data for the entire series of 23 cases are presented 
in table 1. It is seen that initially a dose of 125 mg. 
q.i.d. was administered for three weeks. This proved 
curative for three cases of tinea capitis (two due to 
M. canis and 1 due to M. Audouini). However to ac- 
complish this cure, it was necessary to supplement 
the griseofulvin therapy with manual epilation or 
trimming off of the grown out infected hair shafts. 
Several office visits working with the Wood’s light 
were needed to do this. Thus, it was decided that the 
therapy should consist of the same dosage but admin- 
istered for four weeks instead of three weeks. The 
only further change in this regime was to prescribe 
that the 500 mg. daily dose for these children be 
given as a single morning dose. The reasoning be- 
hind this latter change was the finding by Gentles 
et al., that griseofulvin was deposited in the keratin 
of the hair. Apparently griseofulvin is mainly excreted 
from the body by the slow process of being shed 
with the dead epidermal keratin. It thus became ap- 
parent that griseofulvin would be equally as effective 
or even more effective when taken in a larger but 
single daily dose. Also, because of this slow method 
of griseofulvin excretion, this chemical continues to 
be effective for some weeks after the drug ingestion 
stops, or as long as the Keratin is not shed. With the 
hair, this shedding can take place slowly over a several 
month period; with the epidermal cells of the skin, it 
is a matter of days or weeks. 


Toxicity 


The only toxic effects seen during griseofulvin 
therapy of the 23 patients consisted of mild headaches 
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during the first week of treatment in two cases, and 
transient hives in one of these patients. Patient No. 
8, who was receiving 500 mg. of griseofulvin in the 
morning noted mild hives. and headache on the sec- 
ond day of treatment. These continued for two more 
days until treatment was stopped for one day. When 
therapy was resumed, the dose was changed to 250 
mg. b.i.d. and no further headaches or hives de- 
veloped. After two weeks of this schedule the dose 
was changed back to 500 mg. taken in the morning 
and no side effects were noted. The mother stated 
that when the boy was two years old he had developed 
a measles-like eruption concurrent with penicillin 
therapy. 


after 1 week 


Failure of Treatment 


There was one case of the 23 that failed to respond 
to the initial treatment with griseofulvin. Patient No. 
12, a six-year-old white institutionalized blind boy, 
had M. Audouini infection of scalp and was given a 
500 mg. daily dose of griseofulvin for four weeks. 
When therapy was discontinued his scalp lesions still 
flouresced and a culture was positive. The patient was 
then followed at Wichita Clinic, Wichita, Kansas by 
Drs. F. H. Chard and H. T. Gray. Weekly examina- 
tions revealed that, at the end of nine weeks from 
the onset of therapy, fluorescent hairs were still pres- 
ent, new lesions had developed and a culture was 


2 weeks 3 weeks 


Figure 1. Schematic drawing of hair follicles showing the fluorescent cast. Under griseofulvin therapy it 
was noted that the majority of the hairs acted as portrayed in this drawing. The fluorescent infected cast moved 
out with the growth of the hair so that within three to four weeks after the initiation of griseofulvin therapy 
the source of infection could be removed by clipping the hair below the fluorescent cast. This drawing was made 
from a patient with tinea capitis due to M. canis but similar observations were made in patients with M. Audouini 


infection. 
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still positive for the fungus. The patient is being 
retreated and therapy will be continued for six weeks. 


Summary 


On the basis of this preliminary study, the follow- 
ing treatment is suggested for tinea capitis in chil- 
dren, regardless of the causative organism: 1. Griseo- 
fulvin should be administered in a dosage of 250 
mg. b.i.d. or 500 mg. once a day for a period of six 
weeks. 2. No local therapy is necessary. 3. The child 
should not be dismissed from the physician’s care 
until fluorescence, if present, has disappeared com- 
pletely. For those rarer cases of scalp ringworm due 
to endothrix fungi, where no fluorescence is present, 
a negative culture is necessary before a cure can be 
pronounced. 


Conclusion 


It appears that a long sought for oral agent for 
treating tinea capitis has been found. A considerable 
amount of additional research will be forthcoming, 
and undoubtedly, improvements will be made upon 
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this original antibiotic. It is not premature, to stress 
that the cure of tinea capitis will still require the 
knowledge necessary to make a correct diagnosis, and 
provide proper follow-up care of the patient. Griseo- 
fulvin, and the griseofulvin-like agents to come, will 
not be panaceas; but for the doctors who in years 
past have handled these chronic scalp ringworm 
cases, particularly those due to M. Audouini, griseo- 
fulvin approaches this panacea. 


425 E. 63rd Street 
Kansas City 10, Missouri 
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1958 Mortality 


Heart disease, cancer, strokes, and accidents accounted for 71 per cent of all deaths in 
1958, according to final data on 1958 mortality released by the Public Health Service's 


National Office of Vital Statistics. 


The 1,647,886 deaths that occurred in 1958 gave the nation a death rate of 9.5 per 
1,000 population, compared to a rate of 9.6 in 1957. The number and the rates per 
100,000 population for each of the four leading causes of death in 1958 follow: 


Malignant neoplasms, or cancer .. 


Vascular lesions (chiefly strokes) 
Accidents, all forms 
Motor-vehicle accidents 
All other accidents 


Number Rate 


The death rates for heart disease and cancer in 1958, 367.9 and 146.9 respectively, 
were slightly lower than the comparable rates in 1957, 369.6 and 148.7. The rate for 
vascular lesions remained about the same. The death rate for accidents, 52.3, was 
almost seven per cent lower than the rate of 56.0 in 1957, with the percentage 
decrease being slightly lower for motor-vehicle accidents than for all other forms of 


accidents. 

Chiefly as a result of the influenza epidemic of 1957-58, the toll of deaths from 
influenza and pneumonia remained high in 1958—57,439 deaths, or a death rate of 
33.2 per 100,000 population. The death rate for these conditions in 1958, the second 
highest in 10 years, was more than seven per cent lower than the rate of 35.8 recorded 
in 1957. 
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MANY MEMBERS OF THE Kansas Medical Society may 
not be aware that this Library exists for the purpose 
of offering them the most important single service 
offered to the Profession. Its rich materials constitute 
a treasure that offers unlimited possibilities to the 
physician who uses them. 


More Than Storehouse 


The Medical Library is more than a storehouse 
for the records of a great profession. The help and 
guidance that is available through the Library staff 
assures the busy doctor of aid that can be of much 
value in terms of accuracy and time. The thought 
and labor involved in making available on short 
notice to any member the latest data on any medical 
subject is probably not realized nor understood. 


Location: State Capitol Building 
Room 516, Topeka, Kansas 
Hours: Monday-Friday: 8:30 A.M.-5 P.M. 
Saturday 8:30 A.M.-Noon 
Free parking on the southeast side of State House. 


Each new book acquired, by purchase or gift, is 
carefully examined and catalogued before it takes its 
place on the shelves with the more than 5,600 volumes 
now available in the Library. More than 100 journals 
are collated each month, and the indexes of periodical 
literature make available the newest material on any 
subject. The Library has the Quarterly Cumulative 
Index Medicus and the Current List of Medical 
Literature, which have now become the Index Med- 
icus and the annual cumulation of the index, the 
Cumulated Index Medicus. 


Committee 
REPORTS 


The Stormont Medical Library 


Saves Time in Researching 


Thus, when the doctor cannot spare the time to do 
his own searching for materials on the problems of 
interest to him, a letter or telephone call to the 
Library results in complete reference service. All 


This article was prepared by Mrs. 
Blendena Evans, librarian of the Stor- 
mont Medical Library. It was requested 
by the Kansas Medical Society Stormont 
Medical Library Committee, Benson J. 
Powell, II, M.D., chairman. This com- 
mittee submits this article to the Jour- 
nal’s readers in hopes that it will stimu- 
late further interest in the Stormont 
Medical Library and in the hopes that 
more Kansas physicians will utilize the 
services offered by their state medical 
library. 

The other members of this committee 
are: J. A. Dunagin, M.D.; W. E. Hird, 
M.D.; N. M. Jenkins, M.D.; G. A. Les- 
senden, M.D.; D. S. Lowe, M.D.; M. C. 
Pearson, M.D.; M. F. Stock, M.D.; R. G. 
Weiner, M.D.; and R. P. Woods, M.D. 


available literature in the particular subject is surveyed 
and books and articles are selected and marked for 
his ready reference. Thereby his time and energy are 
conserved. For those who cannot visit the Library, 
there is a liberal mailing service. If this Library does 
not have the desired material it is obtained from 
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another library on an inter-library loan. When time 
permits, a bibliography will be prepared at the doctor's 
request and he may select that which he wishes to 
borrow. 

Books and periodicals are permitted to circulate 
freely and loans are sent anywhere in the state of 
Kansas. The patron pays the cost of the postage, which 
is at the low rate of four cents for the first pound 
and one cent for each additional pound. 


Its History 


The Stormont Medical Library was established as a 
living memorial to Dr. David W. Stormont, by his 
wife, Mrs. Jane C. Stormont, through the Kansas 
Medical Society. In 1889, it was enacted by the 
Kansas Legislature, and the gift was accepted sub- 
jected to the terms that were mentioned in the pre- 
amble. The $5,000 presented by Mrs. Stormont was 
to remain a “perpetual endowment fund,” the in- 
terest to be used for the purchase of books, charts, and 
magazines. This Library is to form and constitute a 
part of the library of the state of Kansas and “Shall 
be forever kept and maintained with the state library 
in the capitol building.’” The Library shall be forever 
free for the people of Kansas, and particularly for 
the medical profession of the state. The law accepting 
the gift provided that the Kansas Medical Society 


should appoint a medical library committee whose 
members would be available to advise on the purpose 
of medical books or aid in any matters concerning the 
welfare of the library. 

The Library collection consists of medical texts, 
proceedings and studies of various organizations and 
institutions, clinical papers, directories and special 
reports, government publications relating to health, 
miscellaneous scientific material and many periodicals 
which are of interest and value to the medical pro- 
fession. This material relates to chemistry, biology 
and allied subjects, industrial poisons, pharmaceutical 
formulas, and etc. 


USE YOUR MEDICAL 
LIBRARIES 


YOUR LIBRARIAN WILL BE 
HAPPY TO ASSIST YOU 


THE CORONARY CLUB 


Want to join a not-too-exclusive club? No dues. Maybe you're eligible for membership 


right now. Check the rules. 


1. Your job comes first; personal considerations are secondary. 

2. Go to the office evenings, Saturdays, Sundays and holidays. 

3. Take the briefcase home on the evenings when you do not go to the office. This pro- 
vides an opportunity to review completely all the troubles and worries of the day. 

4. Never say NO to a request—always say Yes. 

5. Accept all invitations to meetings, banquets, etc. 

6. Do not eat a restful relaxing meal—always plan a conference for the meal hour. 

7. Fishing and hunting are a waste of time and money—you never bring back enough 
fish or game to justify the expense. Golf, bowling, pool, billiards, cards, gardening, etc., 


are also unrewarding. 


8. It is a poor policy to take all the vacation time which is provided for you. 
9: Never delegate responsibility to others—carry the entire load at all times. 
10. If your work calls for traveling—work all day and drive all night to make your 


appointment for the next morning. 


If you are eligible for The Coronary Club, or are working hard to meet the require- 
ments, isn’t it time to take a personal inventory to see if you actually want to join? 
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_ Maternal Mortality 


The patient, a 40-year-old gravida VII para III died in a well equipped hospital in a small town. 
The cause of death was stated as ‘post-partum hemorrhage and rupture of the uterus.” A normal 
five pound, 634 ounce infant was delivered prior to death. The cause of death was confirmed by 
autopsy. There were no surgical or medical abnormalities in the history except relating to previous 
pregnancies. The first, third, and sixth pregnancies terminated as early spontaneous abortions. 
Curettage was required to control the bleeding in the last one. The second pregnancy was terminated 
by induction with Pitocin® at term. This pregnancy was complicated by hemorrhage following de- 
livery and transfusions were given. The fourth and fifth pregnancies terminated as spontaneous 
deliveries with no hemorrhage following. 

The final pregnancy progressed within normal limits until about 19 days from term. The patient 
gained only 11 pounds after the third month. Laboratory studies were within normal limits. The 
patient was bothered considerably in the final weeks by false labor contractions and entered the 
hospital following several hours of irregular contractions at home. The cervix was considered 
about 34 effaced and a fingertip dilated on admission. Contractions remained desultory for some 28 
hours at which time stimulation was undertaken by use of intravenous Pitocin, one cc. in one liter 
five per cent dextros2. Contractions immediately increased to a strong quality and remained so for 
some 21/4 hours. They then increased to unusually strong. Labor from the beginning of the Pitocin 
until the termination of the first stage totaled 514 hours. The second stage lasted 25 minutes and 
the third stage two minutes. It was noted that the membranes ruptured spontaneously at the time 
the patients was five to six centimeters dilated. This was accompanied by a considerable amount of 
bleeding. 

The execution of the delivery was seemingly normal with intramuscular Pitocin and ergotrate 
following delivery in the routine manner. The uterus was found to be firm and the pulse was full 
and regular with the blood pressure 106/78. It was noted, however, that the patient seemed appre- 
hensive. The physician left the hospital 30 minutes after the delivery in the belief that her condi- 
tion was normal. However, she suddenly developed the classical signs of shock and when a nurse 
massaged the uterus it expelled an estimated liter of blood from the vagina. The physician returned 
immediately and administered two cc. of Pitocin intramuscularly and ergotrate, grains 1/320 intra- 
venously.. The patient was placed in shock position and oxygen was administered. Venous collapse 
had occurred and cut down was performed to permit administration of Dextran®, 500 cc., intra- 
venously. This was given in about 30 minutes. A physician was also called in for consultation 
when the bleeding was discovered. Levophed® in five per cent dextrose was started intravenously 
and Wyamine®, five cc., was given in three doses. The patient failed to respond to these procedures 
and died two hours following delivery. 


Committee Opinion 
The following conclusions were reached by the committee in a process of discussion: 


1. The patient was a poor candidate for induction of labor by means of intravenous Pitocin because: 

a. she was not at term and the cervix was not sufficiently ripe; 

b. her age and parity were contraindications. In this connection it is thought possible that, at 
the time of her first term delivery (which was accomplished by induction and resulted in 
bleeding requiring transfusion) there may have been an occult rupture of the uterus with 
subsequent scar formation which was the site of the rupture which occurred at this time. 

2. Rupture may have been caused by the patient being allowed to bear down with an incompletely 
dilated cervix. 

3. Blood should have been available in the hospital for transfusion. 

4. In all cases of Pitocin-induced labor and in cases where there is excessive bleeding at the time of 


delivery, it is advisable to explore the uterus manually for possible rupture. 


There was considerable discussion and varied opinion about the advisability of using Levophed 
and Wyamine in a case in which the source of bleeding had not been discovered and corrected, 
inasmuch as raising the blood pressure would result in more blood loss. However, no complete 
agreement was reached on this point. 


Classification 
Maternal death, direct obstetric, avoidable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas. 
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Case Presentation 


A 17-month-old colored male baby was admitted 
to KUMC from the outpatient clinic on August 6, 
1958, with a history of irritability, anorexia and 
tachypnea for about ten days. On July 27 he devel- 
oped fever, malaise, vomiting, and cough. He was 
seen by a local physician and at the KUMC emer- 
gency room and in the pediatrics outpatient clinic. 
He received 1,800,000 units of benzathine penicillin 
for the treatment of bronchopneumonia. His response 
was poor, however, and he subsequently was admitted 
for further evaluation. 


PHYSICAL EXAMINATION 


The patient was a well developed, well nourished, 
well hydrated infant in moderate respiratory distress 
with a rate of 44 per minute. There was minimal 
costal retraction. His eyes, ears, and nose were normal. 
His tonsils were large, and he had many shotty cervi- 
cal nodes. His neck was supple. There was a slight 
precordial bulge in the chest. The lung fields were 
clear to percussion and auscultation, and there was 
no cardiomegaly or murmurs. The abdomen was soft, 
and the liver was felt three cm. below the right costal 
margin. There were no masses or tenderness. There 
was pallor of the nailbeds, but otherwise the remainder 
of the physical examination was not remarkable. 


LABORATORY 


On admission the urine was acid in reaction. It 
contained no albumin or sugar and only an occasional 
pus cell per high power field. The quantity was not 


Edited by Jesse D. Rising, M.D., and Mahlon Delp, 
M.D. from recordings of the proceedings of the conference 
participated in by the departments of medicine, pediatrics, 
surgery, radiology and pathology of the University of Kan- 
sas Medical Center as well as by the third and fourth year 
classes of students. 


Fever, Irritability, 


Anorexia, and Dyspnea in an Infant 


sufficient to determine the specific gravity. The hemo- 
globin was 8.7 gm.; the hematocrit, 30 ml.; white 
count, 15,300 with 49 per cent polymorphonuclears 
(48 per cent filamented), 45 per cent lymphocytes, 
five per cent eosinophils, and one per cent mono- 
cytes. On August 8 the white count was 10,650 with 
the differential essentially the same as before. On 
August 11 the hemoglobin was 10 gm.; reticulocyte 
count, five per cent; white count, 9,900 with 70 per 
cent polymorphonuclears (65 per cent filamented), 
29 per cent lymphocytes, and one per cent eosinophils. 
Tuberculin and histoplasmin skin tests were negative 
at 48 hours. A sickle cell preparation and a Silver- 
man test were negative. Routine nose cultures showed 
non-hemolytic Staphylococcus aureus; a throat culture 
showed alpha streptococci and pneumococci. A post- 
mortem spinal fluid on August 11 showed nine white 
blood cells, 1,281 red blood cells; sugar, 78.4 mg. 
per cent; protein, 15 mg. per cent. 


HOSPITAL COURSE 


Routine studies and medication were directed to- 
ward the treatment of bronchopneumonia and of iron 
deficiency anemia with secondary cardiomegaly. The 
baby was afebrile until the day of death (August 11) 
when his temperature rose to 100.4 degrees. His te- 
sponse to therapy was slow, but was considered to be 
satisfactory until August 11 when he developed 
grunting respirations and tachycardia. He refused 
breakfast and vomited once during the morning and 
again in the afternoon. During the afternoon he had 
a convulsion and became apneic. Artificial respira- 
tion and oxygen were administered, but the heart 
tones were faint, and the pulses were weak and 
thready. Finally the heart tones ceased, and further 
efforts at resuscitation were unsuccessful. The baby 
died at 4:10 p.m. on August 11. 

Dr. Mahlon Delp (moderator): Are there any 
questions ? 
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Patrick Barrett (student)*: Was there any fur- 
ther liver enlargement during his hospital course? 

Dr. Donald M. Stewart (resident in pediatrics) : 
No. On the morning of the day of death the liver 
was still three cm. below the costal margin. ‘ 

Wayne Attwood (student): Did he have a his- 
tory of any previous illnesses ? 

Dr. Delp: No, he did not; however, he was seen 
in the emergency room in May, and at that time 
the mother reported that he had had measles about 
four days before. 

John Hallewell (student): Were the femoral 
pulses palpable? 

Dr. Stewart: They were palpable and equal on 
admission. 

Hale Dougherty (student): What was his fam- 
ily history ? 

Dr. Stewart: The family history was not signif- 
icant. 

Mr. Dougherty: Were there any other children 
in the family? 

Dr. Stewart: There were five siblings from three 
to nine years of age, all living and well. 

Frank Emery (student): What was his nutri- 
tional history before his hospitalization ? 

Dr. Stewart: The baby was still being bottle fed 
and, apparently, he drank lots of milk. The mother 
said that he ate from the table, but there was some 
doubt about that. He apparently ate little or no meat. 

John GraniZella (student): Was he restless after 
eating? 

Dr. Stewart: No, he was not. 

Mr. Dougherty: Had he been in contact with 
anyone having lung disease? 

Dr. Stewart: Not that we could determine. 

David Hardy (student): What immunizations 
had he received? 

Dr. Stewart: He had had one injection of polio- 
myelitis vaccine, and it was reported that he had had 
DPT toxoid once in the well-baby clinic. He had not 
been vaccinated for smallpox. 

Mr. Emery: Did he have any petechiae? 

Dr. Stewart: No, he did not. 

Mr. Hardy: Was there any evidence of venous 
engorgement during his hospitalization ? 

Dr. Stewart: No. 

Mr. Dougherty: Will you describe his terminal 
event ? 

Dr. Stewart: The baby was vomiting and had 
grunting respirations, but his physical examination 
was negative. He was started on chloramphenicol one 
day before death, but the drug was discontinued in 


* Although a student at the time of this conference in 
December, 1958, he, like the others referred to as students, 
received the M.D. degree in June, 1959. 
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the belief that it might be upsetting his stomach. 
Terminally, he had a convulsion. 

Mr. Attwood: Was the post-mortem spinal tap 
bloody ? 

Dr. Stewart: Yes, it was. 

Dr. Delp: How soon after his death was the 
spinal tap done? 

Dr. Stewart: Almost immediately. 

Mr. Emery: Did he receive intravenous fluids 
during his hospitalization ? 

Dr. Delp: No. 

Mr. Granzella: Did he have any murmurs at any 
time ? 

Dr. Stewart: No. 

Mr. Barrett: Was he ever given digitalis? 

Dr. Stewart: No. 

Mr. Dougherty: Was a gallop rhythm heard? 

Dr. Stewart: No, it was not. 

Mr. Attwood: What was his heart rate? 

Dr. Stewart: Terminally, it was rapid, weak, and 
thready. 

Mr. Attwood: Will you describe his heart tones? 

Dr. Stewart: On admission the heart tones were 
good, and they remained unchanged throughout his 
hospitalization. 

Dr. Delp: It was reported that the baby had been 
crying out during his last few days. Do you believe 
that he cried because he was having pain? 

Dr. Stewart: He probably was having some pain. 

Dr. Delp: If there are no more questions, we will 
now have the x-rays. 


X-RAYS 


Mr. Emery: All three films were taken on August 
4, two days before admission. The first film (Figure 1) 
was not a direct P-A view, but was slightly rotated 
giving an impression of tracheal deviation; I do not 
believe, however, that deviation actually existed. No 
bony abnormalities are seen. There are no unusual 
soft tissue shadows in the lung fields, and the costo- 
phrenic angles are clear. There is evidence of in- 
creased bronchovascular markings in both lungs. The 
heart is diffusely enlarged and globular in shape. 
There is a suggestion of an increase in size of the 
pulmonary outflow tract. The liver appears enlarged 
beyond the limits of normal for a child of that age. 
The spleen is visualized, but I do not believe it is 
enlarged. Normal gas shadows are present through- 
out the small intestine. 

The second x-ray, an expiratory film, shows es- 
sentially the same findings as seen in the first film. 

A lateral film shows normal bone structure. The 
exact findings in the heart are difficult to determine, 
but I believe that there is a suggestion of an increase 
in the pulmonary outflow tract. The heart appears 
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generally enlarged. Abdominal findings are essential- 
ly the same. 

Dr. Delp: Dr. Youngstrom, do you have any re- 
marks ? 

Dr. Karl Youngstrom (radiologist): How does 
one recognize an enlarged liver in an x-ray, and what 
would be the basis for reporting enlargement? We 
must not merely take into account that the liver is 
below the costal margin, but consider the position 
of the top border. My impression here is that the 
liver is not significantly enlarged. The heart is grossly 
enlarged. There is prominence of the interlobar fis- 
sure consistent with an old inflammatory process, and 
there is some pulmonary infiltrate of soft hair-like 
character consistent with the diagnosis of a broncho- 
pneumonia. 

Dr. Delp: Thank you. Mr. Barrett, may we have 
the discussion now, please? 


DIFFERENTIAL DIAGNOSIS 


Mr. Barrett: Ten days before admission this 17- 
month-old colored male infant developed irritability, 
anorexia, and tachypnea. He had received treatment 
from his local physician, and he had been seen in 
the outpatient clinic here. He was diagnosed as hav- 
ing bronchopneumonia, and he was treated with 


Figure 1. Chest film taken on August 4, 1958. 


penicillin, but with no improvement. Two days be- 
fore admission x-rays showed cardiomegaly. He died 
on his fifth hospital day. 

The baby was well developed and well nourished, 
but he appeared to be in moderate respiratory dis- 
tress. There was a slight precordial bulge. No mur- 
murs were heard, and there was no cyanosis. The 
liver was enlarged three cm. below the right costal 
margin. Laboratory tests showed a microcytic, hypo- 
chromic anemia, and a slightly elevated white count. 

I shall first consider respiratory diseases because 
this child surely presented with a respiratory infec- 
tion. I believe that he had pneumonia on admission, 
and that he died of pneumonia. That disease can be 
tuled out as the primary process, however, because 
he had no fever, nose and throat cultures were nor- 
mal, and he had adequate antibiotic therapy. Acute 


tuberculosis or histoplasmosis cannot be dismissed, *‘~ 


although there was no splenomegaly or evidence of 
multiple system involvement. Also, the skin tests were 
negative, and he was afebrile. 

Cystic fibrosis of the pancreas often has its onset 
with primary lung involvement, but that diagnosis 
can be excluded because there was no evidence of 
repeated infections or obstructive emphysema, the 
patient was well developed, and the Silverman test 
was negative. 

Cardiomegaly is probably the most important single 
feature of this patient’s disease. He had a microcytic, 
hypochromic anemia, but he responded to iron ther- 
apy as evidenced by the reticulocyte count. For this 
reason I do not believe that the anemia was so severe 
as to cause cardiomegaly. Other anemias can be ruled 
out on the same basis. 

Left to right shunts can be dismissed because there 
were no cardiac murmurs and no increased pulmonary 
vascularity, and right to left shunts can also be dis- 
missed because there were no murmurs or cyanosis. 
Coarctation of the aorta can be ruled out because 
of the normal femoral pulses. All other congenital 
anomalies such as transposition of the great vessels 
and valvular lesions could result in a murmur, but 
our patient did not have any of these. 

Anomalous origin of the left coronary artery from 
the pulmonary artery should be considered, but less 
than 60 cases of that disease have been reported. Birth 
and development are usually normal until the ductus 
arteriosus closes off at which time there is a fall in 
pressure in the pulmonary artery which could easily 
lead to backflow in the left coronary artery or its 
anterior descending branch during diastole making 
it functionally a vein rather than an artery. Electro- 
cardiographic findings of children with this condi- 
tion usually resemble those of adults with an anterior 
myocardial infarction. That diagnosis, however, can 
be dismissed because of the patient’s age. He may 
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have had a small anomaly, but he did not present the 
typical angina-like syndrome after eating. 

Beri-beri and Kwashiorkor are only of academic 
interest in this country. Rheumatic heart disease is 
certainly the most common acquired heart disease, 
but it is rare at the age of our patient. Furthermore, 
he was afebrile and did not show evidence of pain 
or swelling in his joints. I shall rule out other acute 
myocardiopathies including diphtheria, mumps, polio- 
myelitis, Coxsackie, and psittacosis because of the 
lack of history. Bacterial endocarditis is a possibility 
and cannot be ruled out, but it is usually secondary 
to an infection or sepsis elsewhere. 

Rhabdomyoma of the heart is an unlikely diag- 
nosis because it usually has the presenting symptom 
of cyanosis, and death occurs suddenly. 

Twenty-four cases of cardiac glycogen storage dis- 
ease have been reported of which none of the pa- 
tients was well developed or well nourished, and 
they usually had muscle weakness, macroglossia, and 
poor appetites with no weight gain. Ninety per cent 
of the patients with that disease die within the first 
year. 

Coronary calcinosis, of which 40 cases have been 
reported, usually has an abrupt onset with cyanosis, 
dyspnea, cardiomegaly, and hepatomegaly. That is 
an unlikely diagnosis here, however, because there 
is no x-ray evidence of arterial calcification. 

Persistent paroxysmal atrial tachycardia should cer- 
tainly be considered in any child who has cardiomeg- 
aly of undetermined origin. Congestive heart failure 
is the most important presenting symptom, and the 
diagnosis is usually made from the typical electro- 
cardiograph findings and from the patient’s response 
to vagotonic maneuvers and digitalis. The mortality 
is low, however, and I shall dismiss it as a likely 
diagnosis. 

One hundred and thirty cases of myocarditis have 
been reported, and it is a possible diagnosis here. 
Patients with that disease may become dyspneic and 
cyanotic, and death may occur within minutes. Usu- 
ally, however, a mild respiratory infection develops 
associated with malaise, irritability, cough, slight 
fever, and vomiting, and these symptoms usually pro- 
gress to cardiac heart failure. The patient’s past his- 
tory is more often non-contributory. The patients are 
almost always well developed, and the physical ex- 
amination usually shows pneumonia and congestive 
heart failure, usually without cyanosis. The x-rays 
show an enlarged heart. 

It is my belief that our patient had endocardial 
fibroelastosis which is of unknown etiology and tends 
to be familial. Symptoms often appear in a well de- 
veloped child with the sudden onset of left heart 
failure associated with dyspnea, cough, irritability, 


and restlessness. Treatment consists of penicillin or 
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other antibiotics, but the patient usually does not re- 
spond. After several days he is hospitalized, and a 
chest x-ray shows cardiomegaly. Cyanosis and mur- 
murs rarely appear in that disease. I believe that the 
patient had fibroelastosis with, perhaps isolated myo- 
carditis. 

In summary, the patient presented here in the out- 
patient clinic with bronchopneumonia at which treat- 
ment was directed. He showed no improvement, how- 
ever, and he was subsequently admitted to the hos- 
pital. Again, he was treated for bronchopneumonia 
and iron deficiency anemia, but his improvement was 
slow. I believe he had congestive heart failure on 
admission, and that bedrest gave him some relief. 
On the day of death he probably had an acute ex- 
acerbation of congestive heart failure. Terminally, 
he had a convulsion and became apneic on the basis 
of cerebral hypoxia. The pathologist will probably 
report a dilated and hypertrophied heart, particularly 
the left ventricle, and a thickened and opaque endo- 
cardium. Microscopic examination should show fibro- 
sis and proliferation of elastic tissue of the subendo- 
cardial area, particularly in the left venticle, and 
the lungs and liver should be passively congested. 
I believe that the child had bronchopneumonia at 
death. 


Clinical Discussion 


Dr. Delp: What is your diagnosis, Mr. Hardy ? 

Mr. Hardy: Isolated myocarditis. Children with 
that disease usually die between the ages of six 
months and two years. Myocarditis has been pos- 
tulated to be viral in origin although viruses have not 
been cultured. He may have had a Coxsackie virus 
infection, but that is unusual. 

Dr. Delp: Mr. Granzella, what is your diagnosis? 

Mr. Granzeila: Fibroelastosis. 

Dr. Delp: Mr. Dougherty ? 

Mr. Dougherty: Myocarditis. 

Dr. Delp: Mr. Hallewell ? 

Mr. Hallewell: Fibroelastosis. 

Dr. Delp: Mr. Emery? 

Mr. Emery: Fibroelastosis. 

Dr. Delp: Mr. Attwood? 

Mr. Attwood: Fibroelastosis. 

Dr. Delp: Mr. Hardy, how do you explain the 
patient’s anemia ? 

Mr. Hardy: He was at the age for the peak in- 
cidence of nutritional iron deficiency anemia. His 
history showed that he consumed large quantities of 
milk, but that he had poor solid food consumption, 
and his reticulocyte response was rapid. 

Dr. Delp: Six or eight weeks before his hospital- 
ization the baby developed a skin rash which was 
diagnosed as measles; do you attach any particular 
significance to that rash, Mr. Dougherty? 
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Mr. Dougherty: It probably has some importance 
because myocarditis often develops after a viral dis- 
ease. 

Dr. Delp: Mr. Attwood? 

Mr. Attwood: The rash favors the diagnosis of 
isolated myocarditis, but I really believe it is an 
unrelated phenomenon. 

Dr. Delp: Mr. Barrett? 

Mr. Barrett: In my opinion there is no connec- 
tion whatsoever. 

Dr. Delp: The child apparently had some dis- 
comfort which could have been pain; how do you 
explain that, Mr. Hardy? 

Mr. Hardy: There could have been the anomalous 
origin of the left coronary with the development of 
anginal pain. There is no certainty, however, that 
he actually did have pain, and because he was only 
one and a half years old, his age is against that diag- 
nosis. I believe that his illness caused his irritability 
and that he reacted by crying out. 

Dr. Delp: Mr. Granzella ? 

Mr. Granzella: Coronary calcinosis may be an- 
other possibility. 

Dr. Delp: Do you believe that that is what caused 
the pain? 

Mr. Granzella: I am in doubt as to whether he 
had acute pain or whether he was actually in pul- 
monary and respiratory distress. If it were pain, I 
cannot explain it. 

Dr. Delp: Mr. Barrett, what is your explanation 
of the pain? 

Mr. Barrett: The fibroelastosis itself could give 
an angina-like pain. I believe that the pathologist 
will report an anomalous left coronary artery because 
it has been reported that an anomalous vessel is al- 
most always associated with fibroelastosis. 

Dr. Delp: Dr. Miller, may we have your com- 
ments, please? 

Dr. Herbert Miller (pediatrician): It was my 
opinion that the baby cried because he was separated 
from his mother. It was an irritable cry which im- 
proved after a day or two. I would like to emphasize 
that the death of this baby was a great shock to all 
of us, as it was certainly not anticipated. I do not 
believe that he had fibroelastosis because babies with 
that disease are usually quite sick with rapid respira- 
tion, cyanosis, and a high fever. There was no ques- 
tion in anyone’s mind that he was not acutely ill. 
He sat up in bed, and he did not act like a sick child. 

Dr. Delp: Thank you. Dr. Wenner, may we have 
your comments, please? 

Dr. Herbert A. Wenner (pediatrician): I do not 
believe that the skin eruption was associated with 
the baby’s illness. There is no doubt in my mind 
that he probably had either German measles or reg- 
ular measles. He might also have had exanthem 
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subitum or roseola infantum, but that is merely a 
guess because it is somewhat unusual for a 17- 
month-old baby to have both roseola and rubella. 
In regard to the virus myocarditis: I believe that 
poliomyelitis and mumps in particular are indirect 
consequences of virus attacks. I do not know of 
anyone who has recovered either poliomyelitis or 
mumps viruses from the myocardium of a patient 
who had died of myocarditis. On the other hand, 
while the baby may have had Coxsackie virus, it would 
be difficult to prove because most patients with 
Coxsackie myocarditis die shortly after the onset of 
the illness. It has been reported that babies with 
that disease have a sudden onset of pain associated 
with respiratory distress and a rapid heart rate, and 
death occurs within two or three days. Little is known 
about the age incidence of a Coxsackie infection. 
In our patient’s case it is difficult to exclude a virus 
myocarditis. 

Dr. Delp: Thank you. Dr. Diehl, may we have 
your evaluation, please? 

Dr. Antoni M. Diehl (pediatrician) : Pericarditis 
with effusion definitely occurs in children and in- 
fants. Although we are not sure that our patient 
did not have that disease, the apparent normality of 
the heart tones refutes that diagnosis. It has been 
commented that the blood flow of an anomalous 
coronary artery arising from the pulmonary artery 
feeds the anomalous coronary from the pulmonary, 
and difficulty may arise because of the closure of 
the ducts. It is not known, however, in which di- 
rection the blood actually flows in the anomalous 
coronary. It has been postulated that ligation of the 
anomalous coronary would perhaps be a life saving 
measure in the disease because it may be acting as 
an artero-venous fistula with a direct run-off through 
collateral circulation of the smaller coronary blood 
vessels. 

I do not believe that a hemoglobin of eight to 
ten grams could account for the cardiomegaly which 
was seen here. Occasionally a baby with broncho- 
pneumonia goes into cardiac decompensation because 
of the severity of the pulmonary disease. It was men- 
tioned that babies with fibroelastosis frequently have 
murmurs. At autopsy about one-half of the children 
with fibroelastosis had associated congenital heart 
disease which usually involved the left side of the 
heart. The fibroelastosis frequently involves the aortic 
and mitral valve to cause either stenosis or incom- 
petency of the valve with a murmur. Whether or 
not a murmur is present, however, does not help in 
making the diagnosis. It is my opinion that the child 
had a severe, diffuse cardiac disease, the basis of 
which is unclear to me. . 

Dr. Delp: Thank you. We will now have the 
pathologist’s report. 
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Figure 2. Myocarditis. Focal collections of lympho- 
cytes and hyperemia accompany shrunken myocardial 
fibers. H and E 175X. 


Pathological Report 


Dr. Jack K. Frenkel (pathologist): It has been 
my feeling that, in discussing a CPC, it is more im- 
portant to be reasonable than to be right. Often one 
can be both. In regard to Mr. Barrett's statement 
that he cannot distinguish between myocarditis and 
fibroelastosis—that is a reasonable attitude to take. I 
believe that the great frequency with which fibroe- 
lastosis is diagnosed here is not altogether borne out 
at autopsy. Although the disease is recognized more 
often now than it was 20 years ago because clinicians 
sensitize us to it, it is not at all rampant. Fibroelastosis 
has been well described by Mr. Barrett, and I would 
now like to describe myocarditis, the diagnosis pro- 
posed by Mr. Hardy and Mr. Dougherty. 

At autopsy the heart weighed 100 gm. which is 
about twice normal for the patient’s age. There was 
a hydropericardium of 25 There were accumula- 
tions of leukocytes and some hyperemia throughout 
the heart (Figure 2). In many foci individual myo- 
cardial fibers had lost their mass; they were shrink- 
ing and dissolving. There was no real necrotic myo- 
cardium as seen in a massive infarct. 

In a more advanced stage we had something equiv- 
alent to a fibrous scar, occasionally a few polymor- 
phonuclears and lymphocytes. Some polymorpho- 
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nuclears here accompanied fibrous replacement and 
focal edema (Figure 3). 

There was diffuse interstitial pneumonia in the 
lung. It was not significant, however, and hypoxia is 
certainly not the basic consideration. In other areas 
there was some pulmonary edema indicative of cardiac 
failure. 

In another case of myocarditis in a newborn re- 
cently seen here the lesions were much more drama- 
tic. Since babies drink a lot of milk and the calcium 
depositing mechanisms are active, each one of the 
foci of myocarditis had become calcified (Figure 4). 
In that instance the myositis was fairly widespread 
and was found in the diaphragm, in the colon and 
the uterus. The child we are primarily discussing 
today had no lesion of myositis other than myocarditis. 

In the other case (a newborn) there were also 
lesions with calcification in the provisional adrenal 
cortex and in the fetal brown fat. I refer to that 
case because such lesions have been described in 
Coxsackie virus infection. Our case today may be 
milder and limited to myocarditis and pulmonary in- 
filtration. In the case of the newborn even glomeruli, 
tubules and small arterioles were involved by necrosis 
and subsequent calification (Figure 5). 

Mr. Barrett: Are you presenting pictures of our 
case or of another one? 


Figure 3. Myocarditis with scarring. Shrunken myo- 
cardial fibers are replaced by thick collagen bundles. 
H and E 175X. 
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Dr. Frenkel: I am showing pictures of two cases 
—one, which you discussed, showed only myocarditis 
and pneumonia, while the other case shows what I 
believe to be the identical lesions but expressed in 
a different way in a newborn infant in that calcium 
has been deposited. The two children died in the 
same week, and we have not had any such cases for 
over a year. Tissues were saved in both cases and 
processed in the microbiology department. Nothing 
was isolated in monkey kidney tissue cultures, or in- 
tracerebral injection of mice, or chorioallantoic or 
allantoic sac inoculation of chick embryos in the 
first case; no isolation was made from the heart or 
the pancreas in the second case. The viral etiology, 
therefore, is in doubt. On a histologic basis, it is 
possible that these were both cases of Coxsackie virus 
myocarditis. One should not overlook the possibility 
that Leptospira, Spirillum minus and other viruses 
that cannot be definitely identified could give rise 
to myocarditis. I have one bone to pick with Mr. 
Barrett, however, and that is that I do not know 
why he said that adequate doses of penicillin were 
given to treat bronchopneumonia. It has always been 
my impression that one treats the infectious agent, 
not the expression of the infection. 

Dr. Delp: Thank you. Are there any other ques- 
tions ? 
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Figure 4. Myocarditis with calcification in a newborn 
who died in the same week as our patient. H and E 
175X. 


Figure 5. Glomerulonephritis with calcification. Same 
patient as Figure 3. H and E 175X. 


Dr. Charles Kendall (resident in medicine): 
Was this an active myocarditis, or was there evidence 
of recent activity ? 

Dr. Frenkel: Both cases were active. 

Dr. Kendall: I understand that some cases show 
no activity in terms of the sedimentation rate, and 
that it is difficult to identify an active disease. 

Dr. Frenkel: Both cases were active, and the host 
responded with leukocytes. Myocardial cells were still 
degenerating. Our case was more active than the one 
with calcified lesions. 

Mr. Emery: Was the liver enlarged ? 

Dr. Frenkel: The liver weighed 340 gm. which 
is in the normal range. 

Dr. Lilia Rodriquez (internist): Was there any 
evidence of myocardial infarction? 

Dr. Frenkel: No, there was not. 

Dr. Delp: Were the brain sections of any signifi- 
cance? 

Dr. Frenkel: They were non-contributory in either 
case. 


Summary 


Dr. Delp: A 17-month-old infant presented initial- 
ly with anorexia, dyspnea, irritability, and fever. 
Gross physical findings when first seen suggested 
pneumonia, and this feature obscured the importance 
of the enlarged heart. Cardiomegaly in the absence 
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of evidence pointing to congenital anomalies should 
faise suspicion of a primary myocardial lesion as 
found here. But the relative uncommoness of this 
form of heart disease and its frequent misapplication 
in the past have made the diagnosis suspect. Pedi- 
atricians and virologists have, during the past several 
years, observed many cases of myocarditis due to 
Coxsackie virus. Such observations should renew 
our respect for such a serious clinical entity in child 
and adult alike, no matter what the etiology. 


Pathological Anatomical Diagnosis 

Diffuse interstitial myocarditis, with epicarditis, 
moderate, etiology undetermined. 

Hypertrophy and dilatation of the heart, gen- 


eralized. 
Interstitial pneumonitis, slight. 
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Miami Beach Offers Ideal Climate for A.M.A. Meeting 


Miami Beach, a lush chain of islets set in the sparkling Atlantic, promises ideal weather 
and vast entertainment facilities for the 109th annual meeting. 

The fabled resort area offers the ultimate in sun and fun—temperatures averaging from 
75 to 85 in June and a variety of activities to fit every taste. 

Miami Beach escapes the extremes of heat and cold by virtue of the warm waters of 
the Gulf Stream and its peninsular location. In summer, the sun is tempered by fleecy 


clouds and occasional rain. 


The beauty of the city is enhanced by the trees, shrubs and flowers that bloom in 
abundance in private gardens and public parks. 

An estimated 125,000 visitors can be accommodated in Miami Beach at any given time. 
Including metropolitan Miami, there are a total of 917 hotels and motels with 55,600. 


rooms. 


The waters of the Atlantic and Biscayne Bay offer ample opportunity for swimming, 


skiing, skin diving and fishing. 


There are miles of beaches dotted with palms, water ski schools and coral reefs for 
skin divers to explore. Sail boats and motor boats may be rented. 

Fishing boats also are available for charter. One of the most popular sports is Gulf 
Stream trolling for sailfish, marlin and other salt-water heavyweights. Freshwater fisher- 
men will find game fish in bay and inlet waters, such as tarpon from 10 to 150 pounds 


or more. 


Sightseers can enjoy a breathtaking view of scenic residential islands and waterfront 
estates from the deck of modern cruisers that ply the bay. A glass bottom sightseeing boat, 


“The Mermaid,” also operates from the City Yacht Basin. 
For golfers, there are two championship courses. in Miami Beach, 12 others in the city 


of Miami. 


Shopping is a pleasant pastime along palm-lined Lincoln Road stretching from the 
bay to the ocean. Many of the shops are branches of world-famous houses. 

For nighttime diversion, Miami Beach features some of the nation’s top stars and revues 
at smart supper clubs along with many fine restaurants. Summer menus usually include 


fish served fresh from the water. 
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DALE DARNELL, M.D., Portland 


IN 1956, ZOLLINGER AND ELLISON described an as- 
sociation between recurrent peptic ulceration and non- 
functioning adenomas of the pancreas. In their initial 
report of two cases, they described a triad consisting 
of a fulminating ulcer diathesis, gastric hypersecre- 
tion, and a non-beta cell tumor of the pancreas. Since 
their original description, certain additional features 
have often been found in such cases. These include 
refractory diarrhea, hypokalemia, and renal failure.* 
The condition is rare. Accordingly, it appears worth- 
while to record this present case which illustrates 
features of both the original and more recently de- 
scribed symptoms. 


CASE REPORT: This 46-year-old white female 
was first admitted to the University of Kansas Med- 
ical Center on February 21, 1956 with a chief com- 
plaint of nausea and vomiting since June, 1955. 

History of Present Illness: In 1947 the patient had 
an appendectomy following an episode of nausea 
and vomiting and prior to that had also noticed 
a gradual onset of diarrhea consisting of four to 
five watery stools daily. In June of 1955 the patient 
was in bed for one month because of nausea and vom- 
iting. A barium meal at that time showed a duo- 
denal ulcer. Treatment consisted of a bland diet and 
Malcogel which relieved the symptoms for approx- 
imately six weeks. She then had a recurrence of 
nausea, vomiting, and diarrhea, and was told she had 
an enlarged liver. Intermittent dark urine and pos- 
sible clay colored stools were noted, but no apparent 
clinical jaundice. There was no history of chills, 
fever or alcoholism. Her appetite was good, but she 


THESIS 


The Zollinger-Ellison Syndrome 


had undergone a five pound weight loss. In December 
of 1955 she was hospitalized at St. Joseph, Missouri 
because of nausea and vomiting. X-rays of the kid- 
neys, colon, and stomach were said to be normal at 
that time. 

P.M.H., F.H., and R.O.S. were non-contributory. 

Physical Examination: Blood pressure 110/60. 
Pulse 92. General appearance was that of a well 
developed thin woman in no acute distress. Positive 
physical findings included slight palmar erythema, 
a flat abdomen, and a slightly enlarged, tender, firm 
liver. The spleen was not palpable. There was no 
fluid wave. There were some nodules along the 
margin of the liver and a bruit was heard over the 
liver. Pelvic examination revealed the presence of 
bilaterally enlarged ovaries. 

Laboratory and X-ray: The urine was essentially 
negative. WBC 9,900 with 58 per cent polys; Hb 
13.6 grams; Total circulating eosinophiles 205; 
Hematocrit 38; Serology negative; Blood sugar 83; 
Serum electrolytes were within normal limits. BUN 
11.2; Glucose tolerance was within normal limits; 
Gastric analysis showed a free acid of 114 units 
which went up to 130 units at the end of the third 
hour specimen. Serum iron 145; Prothrombin time 
100 per cent of normal. Skin tests showed a positive 
reaction for TBC and negative for histoplasmosis. 
Serum amylase was 312. Serum lipase 2.5. Blood 
complement fixation for E. Histolytica was negative. 
Stools for ova, parasites, and blood were negative. 
Hepatogram was within normal limits. EKG showed 
a grade 1 A-V block. I-131 uptake was 10 per cent. 
Barium enema was essentially normal on one occasion, 
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Figure 1. Upper gastrointestinal series showing a 
peptic ulcer. 


however, it was believed to show an organic lesion 
in the sigmoid on a repeat study. Gallbladder visuali- 
zation showed no stones. A barium meal showed a 
duodenal ulcer. (See Figure 1.) Chest film and KUB 
were normal. 

Hos pital Course: Following admission to the Med- 


Figure 2. Metastatic tumor nodule in the liver. (25. ) 
3 


icine service, the patient was thoroughly studied. No 
satisfactory explanation for the bruit over the liver 
was found but it was believed that the patient could 
have a hepatic hemangioma. 

She was transferred to the surgical service and an 
exploratory laparotomy was performed on March 5, 
1956. A carcinoma of the body of the pancreas was 
found with metastasis of the liver. A liver biopsy 
and right oophorectomy were performed. The post- 
Operative course was satisfactory and the patient 
was discharged on March 16, 1956. The Pathology 
report showed an islet cell carcinoma of the pan- 
creas. (See Figures 2 & 3.) 

Second admission July 14, 1958: 

C.C.: Weakness, abdominal discomfort, and nau- 
sea. 

History of Present Illness: Since the previous dis- 
charge the patient's nausea had been controlled fairly 
well with Thorazine®. In May of 1958 she began 
losing weight and became weaker and was unable 
to turn herself in bed. She was started on Nilevar® 
with subsequent improvement in strength and a three 
pound weight gain. She could walk short distances 
with help but had to be lifted in and out of bed. 
She had an acneiform rash on her face and her 
Nilevar dosage was decreased. Mild tenderness in the 
right upper quadrant and right thoracic cage was 
noted. 


Figure 3. Metastatic tumor nodule in the liver. 
(100. ) 
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P.H.: Peptic ulcer associated with mild diarrhea, 
apparently not active at the present time. 

Physical Examination: Blood pressure 115/60, 
pulse 100 and regular, respirations 18. The patient 
was cachectic and weak with a slightly distended 
abdomen and thin extremities. She was alert and co- 
operative. Examination of the head and neck was un- 
remarkable. The lung fields were clear. There was 
mild tenderness to percussion over the right lower 
rib cage. There was a grade II systolic aortic murmur, 
and a tachycardia was noted. The liver was hard, with 
many small nodules throughout, enlarged three to 
four fingerbreadths below the right costal margin 
with tenderness in the right flank. Several five mm. 
hard nodules were palpated throughout the abdom- 
inal wall beneath the skin. Hyperactive bowel motility 
and a visible intestinal pattern were evident by in- 
spection. She was moderately distended. The ex- 
tremities were thin and atrophic and the patient was 
unable to sit by herself. Plantar flexion was present 
in both feet. A slight flush of the face and palms was 
present with a mild acneiform eruption on the fore- 
head. 

Laboratory and X-ray: The urine was acid with a 
specific gravity of 1.015. One plus albumin, negative 
reaction for sugar, occasional granular casts, and few 
pus clumps/hpf. Hb. 10.2 grams. WBC 9,450 with 
17 per cent polys. Hematocrit 33.5. Platelets 426,000. 
Repeat Hb. after Nitrogen Mustard was 11.7 grams. 
Serology negative. BUN 10. Glucose 64. Calcium 4.8. 
Albumin 3.7, globulin 2.52, phosphorus 1.4 mEq/L, 
cholesterol 140 with 54 per cent esters. Uric acid 
5.5 per cent, direct bilirubin 0.2, total bilirubin 0.4, 
thymol turbidity 3, alkaline phosphatase 4.5, urine 
Sulkowich was normal. Ceph. Flocc. negative at 48 
hours. Urine 24 hour 17-ketosteroids 2.8 (normal 
3-11 mg). Sed rate 20 mm. 


Hospital Course: The patient was given a high 


protein diet, Thorazine 25 mgm q.i.d. and Nilevar, 
one tablet daily. On July 15, 1958 she was given 
eight mgm of Nitrogen Mustard intravenously plus 
Dramamine® 100 mgm and Cortisone® 50 mgm by 
mouth. This dose was repeated on the next day to 
give a total of 0.4 mgm Nitrogen Mustard per kilo- 
gram body weight. The consultant in Physical Med- 
icine instructed the patient in exercises at home to 
maintain full motion and muscle strength. Because 
of the low values for urinary steroids, vomiting and 
weight loss, a probable diagnosis of adrenal metastasis 
was made. The patient was discharged to take 10 
mgm Hydrocortisone at 8 a.m. and 4 p.m. and to 
increase her dietary salt. This dosage was to be ad- 
justed by her family physician and she was to continue 
Nilevar and Thorazine as before. She was also in- 
formed that another course of Nitrogen Mustard 
might be necessary in approximately four months if 
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the blood count and general condition warranted it, 
and that this treatment could be administered by her 
local physician. 

The final diagnosis at the time of discharge was 
non-functioning islet cell tumor of the pancreas. 

While the above case does not completely corre- 
spond to the original syndrome as described by :Zol- 
linger and Ellison, it does demonstrate many of the 
features described by them and later workers. These 
include: a nonfunctioning islet cell carcinoma with 
characteristic metastasis, peptic ulceration, elevated - 
free acid in the gastric juice, diarrhea of several years 
duration, and questionable steatorrhea. 


General Discussion 
DESCRIPTION OF THE TUMOR AND ULCER 


In general, the pancreatic tumors reported have 
been malignant and located in the body or tail. They 
metastasize frequently, the most common sites being 
the regional lymph nodes, liver, duodenum, and 
peritoneum. They occasionally show areas of cystic 
degeneration. The cell type has not always been es- 
tablished with certainty, but reports indicate the 
alpha, gamma, or delta cell predominates. In one 
case, no distinct tumor was found but rather a dif- 
fuse islet cell hyperplasia. Careful study of the pan- 
creas showed a definite increase in the number of 
islet cells along with a disproportionate increase in 
the non-beta as compared to the beta cells. This 
hyperplasia apparently caused the same symptoms as 
the actual tumors. The exact cell type was not deter- 
mined in the present case, but at no time was evidence 
of hyperinsulinism observed. 

The ulcers in the stomach and small intestine do 
not differ morphologically from the common peptic 
ulcer.4 The incidence of ulcers situated in the jejunum 
is much greater in this syndrome than is usual with 
uncomplicated peptic ulcer. The reason for this is not 
known. The jejunal ulcers are usually small, solitary, 
and are not accompanied by other pathologic changes 
in the small intestine.5 


MECHANISM OF ULCER PRODUCTION 


It is generally believed that chronic peptic ulcer- 
ation occurs only in tissues exposed to the combined 
action of pepsin and hydrochloric acid.6 Dragdstet, 
in 1942, showed that tissues transplanted from many 
sites so as to have their surfaces in direct contact with 
gastric contents did not undergo peptic digestion. He 
further showed that this was due to the presence of 
neutralizing substances, namely gastric and duodenal 
mucus, pancreatic and duodenal juice, and bile. 
However, when these same tissues were placed in 
direct contact with pure gastric juice digestion oc- 
curred, not only of the transplanted tissue but of 
the gastric mucosa itself. It therefore follows that 
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if an excessive production of gastric juice cannot 
adequately be neutralized, the gastric mucosa under- 
goes peptic ulceration. This results in the formation 
of multiple ulcers, not only of the stomach and duo- 
denum but also of the jejunum. 

‘In the cases reported by Ellison the amount of 
gastric secretion varied from 980-3,170 cc. in a 12 
hour period while Donaldson reported a case with 
a total secretion of nine to 12 liters per 12 hour 
period. The total free acidity ranged from 66-308 


- mEq, but in almost every instance where secretory 


studies have been done, the total free acid has ex- 
ceeded 100 mEq as contrasted to the normal value of 
18 mEq/liter. The explanation for this hypersecretion 
remains obscure and bears no relationship to the 
pancreatic tumor. This volume of acid gastric secre- 
tion entering the small intestine might be suggested 
as a possible cause of the jejunal ulceration. 

Poth e¢ al. showed that by merely diverting the 
pancreatic secretion from the gastrointestinal tract 
many duodenal and jejunal ulcers could be produced 
in experimental animals. On the other hand, he also 
showed that the number produced could be reduced 
by simultaneous extirpation of the pancreas. Ellison 
in 1956 demonstrated this relationship clinically by 
doing pre- and post-operative gastric secretion studies 
on one of his patients. A vagotomy was first done 
after which the 12 hour secretion dropped from 2,150 
cc. with 129 mEq free HCl to 800 cc. with 55.8 
mEq free acid. After pancreatectomy, repeated exam- 
ination showed less than 200 cc. with no free acid 
present. 

The only work to establish a direct relationship be- 
tween the pancreatic tumors and peptic ulceration 
appeared in the original paper by Zollinger and El- 
lison. They postulated that the causative agent was 
glucagon, or the hyperglycemic-glycogenolytic factor. 
They attempted to prove their theory by serum paper 
electrophoretic studies on one of their patients, after 
having previously determined the normal electro- 
phoretic pattern of purified glucagon. They were 
able to demonstrate a fraction, designated by them 
as fraction five, that had the same migratory pattern 
as purified glucagon. When this fraction was eluted 
from the paper and injected into anesthetized cats 
it caused an elevation in the blood sugar. Their theory 
was that increased blood sugar levels led to increased 
production of insulin with resultant ulcer formation. 
These studies were done on a patient with empyema, 
and after his recovery they were unable to reproduce 
their original results. Other workers have also at- 
tempted this same procedure without success. Peptic 
ulceration is rarely seen in patients with hyperinsulin- 
ism secondary to functioning pancreatic adenomas.12 
It is, however, a rather common occurrence in pa- 
tients experiencing frequent episodes of insulin 


shock.18 This leaves open the possibility that elevated 
levels of insulin can work in the same manner with- 
out causing hypoglycemic episodes. It is conceivable, 
but improbable, that the failure to reproduce the 
above results is due to the irregularity with which 
endocrine tumors are known to elaborate their secte- 
tions. It is also possible that the substance originally 
isolated by them was not glucagon, since it has been 
shown that glucagon is neither ulcerogenic nor a 
gastric secretory stimulant. 


Etiology of Diarrhea, Hypokalemia, 
And Renal Shutdown 


In addition to the triad that comprises the original 
Zollinger-Ellison syndrome, a report by Verner and 
Morrison has appeared recently, describing the fea- 
tures of diarrhea, hypokalemia, and death from renal 
failure. These were all associated with an islet cell 
tumor of the pancreas. These authors reported two 
cases in their own series and reviewed seven others. 
All of these were found to have persistent diarrhea 
associated with an islet cell tumor. In their own 
cases and in another reported by Preist and Alex- 
ander, the hypokalemia was well documented by re- 
peated serum potassium determinations. The low 
serum potassium was evidenced by vacuolar changes 
in the renal tubule as previously described by Relman 
and Schwartz. It has long been known that severe 
diarrhea can cause potassium depletion, but the possi- 
bility of a substance produced by the pancreatic tumor 
causing the low potassium or the diarrhea cannot be 
excluded. 

The watery nature of the diarrhea has been attrib- 
uted to increased production rather than poor ab- 
sorption. The over-production theory is even more 
tenable in view of the fact that there was no apparent 
defect in fat absorption. In contra-distinction Maynard 
and Point have reported a case that was treated for 
“malabsorption syndrome” for five years before an 
islet cell carcinoma was discovered at laparotomy. 
They postulate that the steatorrhea may be caused by 
1 decreased gastric pH with subsequent inactivation 
of the pancreatic enzymes, 2 hypersecretion of the 
small bowel, suggested by abnormal x-ray findings, 
or 3 pancreatic insufficiency secondary to tumor in- 
vasion. As yet, no clinical or experimental work has 
appeared to substantiate any mechanism that might 
explain the steatorrhea. 


Other Endocrine Changes 


The observation that certain hormones in exces- 
sive amounts can cause peptic ulceration has led to 
the search for other endocrine gland tumors in con- 
junction with the pancreatic tumors. In a significant 
number of cases of Zollinger-Ellison syndrome, mul- 
tiple endocrine tumors have been found. The glands 
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Student Union Building 


Executive Director, 
Continuation Center & Student Union Bldg. 
University of Kansas Medical Center 

39th & Rainbow 

Kansas City, Kansas TA 2-5252 Extension 450 


invite you to make use of the facilities of the Continuation Center and 
Student Union Building (The Student Center) at any time you are in the 
Kansas City area—for professional training, for business, for pleasure. 
All-weather tunnels connect all buildings at the University of Kansas Medi- 


cal Center. 


and beautifully decorated. 
* Air conditioning 


* Studio-type guest rooms with twin 
beds, shower and tub are spacious 


Rates: Single $5.50, Double $8.50 


* 24-hour desk service 
* Free parking 
* Telephone service 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 
POSTGRADUATE MEDICAL STUDY 
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FEE—$60.00 


For program announcement and information, write: 


DEPARTMENT OF POSTGRADUATE 
MEDICAL EDUCATION 


University of Kansas Medical Center 
Kansas City 12, Kansas 


25 and 26, 1960 


Subjects to Be Discussed: 


‘HAZARDS OF BLOOD AND PLASMA TRANSFUSION. 
ee RENAL INSUFFICIENCY FOLLOWING SURGICAL OPERA- 


ACUTE CARDIAC ARREST. 
CONTROL OF OPERATING noo AND HOSPITAL INFECTIONS. 
COMPLICATIONS OF ANTIBIOTICS. 
Controversial Issue—PREOPERATIVE Sean OF THE BOWEL. 
COMPLICATIONS OF GASTRIC SURG 
COMPLICATIONS OF ANORECTAL SURGERY. 
LESIONS IN THE NEWBORN REQUIRING IMMEDIATE SURGICAL 


TREATMENT. 
REPAIR OF THE ACUTELY INJURED BLOOD VESSEL. 
MANAGEMENT OF THE POSTPHLEBITIC EXTREMITY. 
Controversial Issue—CHRONIC ARTERIAL INSUFFICIENCY OF THE 
OWER EXTREMITIES. 


LO 
INJURIES TO 
SUPPORTIVE TREATMENT DURING 
ABDOMINAL TUMORS OF INFANCY AND CHILDHOOD. 
ANCILLARY METHODS OF CANCER TR EAT MENT 
oor RESPONSIBILITY TO THE PATIENT WITH IN- 


Issue—CANCER AND CACOTELIC THE 
EXTEN OPERATION FOR TREATMENT OF CANCER 
PRESENT CONCEPT OF TREATMENT FOR CANCER OF THE PROS- 


TATE. 
MANAGEMENT OF TUMORS OF THE GASTROINTESTINAL TRACT 
INVOLVING OTHER ORGANS. 


Case Presentations, Question and Answer Periods, and Television or 
Cinema Demonstrations will highlight the subjects presented. 
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wherever there is inflammation, swelling, pain 


VARIDASE 


BUCC A Fables 


conditions 

for a fast 

& comfortable 
comeback 


Host reaction to injury or local infection has a 
catabolic and an anabolic phase. The body responds 
with inflammation, swelling and pain. In time, 

the process is reversed. VARIDASE speeds up 

this normal process of recovery. 

By activating fibrinolytic factors VaRDASE shortens 

the undesirable phase, limits necrotic changes due to 
inflammatory infiltration, and initiates the constructive phase 
to speed total remission. Medication and body defenses 
can readily penetrate to the affected site; 

local tissue is prepared for faster regrowth of cells. 

In infection, the fibrin wall is breached while 

the infection-limiting effect is retained. In acute 

cases, response is often dramatic. In chronic 

cases, VARIDASE Buccal Tablets can stimulate 

a successful response to primary therapy 

previously considered inadequate or failing. 


for routine use in injury and infection 
...new simple buccal route 


VaRIDASE Buccal Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 
patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually for five days. 
When infection is present, VARIDASE Buccal ‘Tablets 
should be given in conjunction with ACHROMyYCIN® V 
Tetracycline with Citric Acid. 

Each VaripasE Buccal Tablet contains: 10,000 Units 
Streptokinase and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 


1. Innerfield, I.: Clinical report cited with permission 
2. Clinical report cited with permission 


(Geert) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 


Pearl River, New York 
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FORCE INJURY 
severe bruises 
... Swelling 
... Cleared 

by fifth day’ 


INFECTED 


LACERATION 
marked reversal } 


in 3 days... 
returned 

to school... 
closure advanced’ 


VARICOSE 


ULCER 

15 years duration 
... resolved with 
VARIDASE’ 


THROMBOPHLEBITIS 


back on his feet 
in a week after 


‘recurrent episode’ 


INFLAMMATORY 
DERMATOSIS 
rapidly spreading 
rhus dermatitis 
healed within 

a week' 


REFRACTORY 
CELLULITIS 
normal routine 


resumed after 4 days 


of VARIDASE’ 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 62nd year) 

THE RALPH CLINIC is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE °« KANSAS CITY 6, MISSOURI _vites consultation with you con- 
cerning your patients with prob- 


Telephone VI. 2-3622 lems of excessive drinking. 


(A portfolio 


about the Problem of Alcoholism is available upon request). 
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most commonly involved are the adrenal, parathy- 
roid, and pituitary. It has been known for some time 
that the adrenal glucocorticoids in large doses can 
cause peptic ulceration when administered in thera- 
peutic amounts. In a review of 21 cases of the Zol- 
linger-Ellison syndrome by Donaldson et al., six were 
found to have not only a pancreatic adenoma, but also 
adrenal hyperplasia or adenomatosis along with 
adenomas of the parathyroid and pituitary glands. 
The association between hyperparathyroidism and 
peptic ulceration has long been known although the 
exact mechanism has yet to be elucidated. 


Clinical Symptoms and Therapy 


The clinical features, as might be expected, are 
many and varied. The majority of patients are fe- 
males ranging in age from the late teens to the sev- 
enth decade. The most common age is the fourth to 
the fifth decade. The prevalent presenting complaints 
are epigastric pain with back radiation, weight loss, 
nausea, vomiting and black tarry stools. Recent re- 
ports indicate that diarrhea and steatorrhea can also 
be initial complaints. Study of these cases show that 
diarrhea may be much more common than was pre- 
viously believed. In the case reported by Donaldson, 
diarrhea was not only the presenting complaint but 
persisted throughout the illness until death. Potas- 
sium determinations were done on the five days pre- 
ceding death, the lowest value being 4.0 mEq/liter. 
At that time the correlation between diarrhea, hypo- 
kalemia, and renal shutdown was not known. One of 
the two original cases reported by Zollinger and 
Ellison had diarrhea for eight years. 

Another characteristic of these patients is their re- 
fractoriness to adequate medical or surgical therapy. 
Characteristically these patients are refractory to ant- 
acid therapy. By the same token, surgical therapy 
short of complete gastrectomy is just as ineffective. 
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The correlation between two apparently different 
symptom complexes having the same common denom- 
inator, a non-functioning islet cell tumor of the 
pancreas is difficult to make. The overlapping of 
symptoms indicates the definite relationship between 
the two entities. It is possible that different cell types 
of the tumors may cause a predominance of one set 
of symptoms over the other. It is also possible that 
the entire clinical entity may be due as yet to an 
unidentified factor. Whatever the etiology may be, 
all cases of refractory peptic ulcer or diarrhea that 
come to surgery should be explored for tumors of 
the pancreas. 


Conclusion 


The case reported does little to add to our basic 
knowledge of the syndrome. No other endocrine 
tumors were discovered. The most that can be said 
is that it further supports the view that non-insulin 
secreting tumors of the pancreas clearly possess physi- 
ological function which is related to the integrity of 
the gastrointestinal tract. 


Summary 


The Zollinger-Ellison syndrome is discussed with 
emphasis on recently described clinical symptoms 
which may be features of this disease. A case is pre- 
sented which the author believes illustrates some of 
the original and some of the more recently described 
signs and symptoms. The exact etiology of the dis- 
ease remains obscure, but this syndrome should be 
suspected in every-case of refractory diarrhea or pep- 
tic ulcer, especially of the small bowel. 


University of Oregon Medical School Hospital 
Portland, Oregon 


Editor's Note: References may be obtained by writing the 
JouRNAL of the Kansas Medical Society, 315 W. 4th Street, 
Topeka, Kansas. 


New Chemicals—Compounds Cause 


Industry, with its constantly increasing production of new compounds and chemicals 
now being introduced at the rate of one every 24 minutes, runs the risk of exposing 
workers “to new and unknown carcinogens.” 

This warning is sounded in the current issue of Patterns of Disease, prepared by Parke, 
Davis & Company for the medical profession. 

New products and methods of production should be carefully studied in order to 
guard workers against such harmful exposure. 

Substances currently recognized as causing occupational carcinogens include arsenic, 
benzol, chromates, creosote, and ultraviolet rays. Those suspected include aromatic organic 
chemicals, asbestos, benzol derivatives, chlorinated hydrocarbons and coal. 

Skin is involved in 75 per cent of occupational carcinogen cases, bladder in 15 per cent, 
and lung, bone, paranasal sinuses, and larynx in 10 per cent. Usually, an exposure period 
of many years occurs before development of cancer, 


| 
| 
| 
| 
| 
| 
| 


Often the original descriptions of diseases remain classical in their direct, unequivocal 
statements, with vivid portrayal of symptoms and physical findings. This is the case with 
the article on “Splenomegaly with Cirrhosis of the Liver,” by Guido Banti, published in 1894. 

“The disease sets in {pre-ascitic stage—Ed.} with splenic hypertrophy, which progresses 
in an insidious manner, so that when it is noticed by the patient or his physician, the spleen 
has usually attained a considerable size. The spleen, though hypertrophied, retains its normal 
shape; it descends four or five fingers’ breadth below the last costal arch and sometimes as 
far as the iliac crest; its anterior border frequently reaches the median line. . . . 

“Anaemic symptoms follow upon tumefaction of the spleen and consist, as a rule, in 
increasing debility, with pallor of the skin and mucous surfaces, dyspnoea and palpitation 
consequent upon the slightest effort, etc. No gastrointestinal disturbances; appetite good and 
no emaciation. 

“Anaemic murmurs are constantly present in the cardiac region. They are systolic and 
their maximum intensity is found in the auscultation area of the pulmonary orifice. . . . 

“The liver presents no modification in size, and is not tender to pressure. There is no 
trace whatever of collateral venous circulation on the abdominal walls. 

“The anaemic symptoms are subject to temporary amelioration, but never disappear 
entirely. During these periods of amelioration, the spleen remains as large as before, or at 
best the diminution in size is so small as to be barely perceptible. In the cases with which 
I have had to deal, the pre-ascitic stage varied in duration from one year to four years and 
a half. 

“The intermediate stage is characterized by the appearance of dyspnea, intestinal dis- 
orders, and sometimes haemorrhoids. At the same time the urine grows scantier, dark-red in 
colour, and rich in urates. This stage lasts a few months. 

“In the ascitic stage a liquid effusion takes place into the peritoneum. This liquid is 
serous, lemon-coloured, and its average specific gravity is 1.011 or 1.012. The liver appears 
to be smaller than under normal conditions; the urine is scanty, with density of from 1.030 
to 1.035, and contains a great deal of urates and urobilin. The anaemic symptoms become 
more and more marked; but the examination of the blood continues to give evidence of a 
normal number of leucocytes. This stage lasts from seven to eight months and ends in death. 

“The anatomo-pathological changes are the following: The spleen is uniformly enlarged 
in size and may weigh as much as 1 or 144 kg. The capsule is thickened, but the surface 
of the organ is smooth. Microscopical examination of the splenic juice shows complete 
absence of nucleated red corpuscles. In specimens prepared by hardening, the Malpighian 
corpuscles are found to be sclerotic, being gradually transformed into connective-tissue 
nodules. . . . 

“The bone marrow is red, presenting the appearance of foetal marrow, and contains a 
large number of nucleated red blood-corpuscles. 

“The aetiology has nothing to offer us but negative information. None of my patients 
had a history that was in the least suspicious. They were endowed with a good constitution, 
and had never suffered from syphilis, malaria, or other infectious diseases. They lived in 
healthy localities, were not exposed to infection, were not heavy eaters, and some even 
might be described as vegetarians. In not a single case was there any evidence of intemper- 
ance in the use of wine or alcoholic drinks.” —(O.R.C. ) 
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The President's Message 


DEAR Doctor: 


For many years I have wondered just how one would 
feel assuming the great responsibilities of the office of 
president of any worth-while organization. Now I know, for 
becoming president of the great Kansas Medical Society, I 
find myself awed at what lies ahead, especially following 
our past presidents who have accomplished so much and 
furthered the aims and ideals of our Society. 

Never has there been a time when the practice of medicine 
has become so involved. We no longer can move in the 
circle of medicine independently but we must move as a 
group. It is our sworn duty to protect the public’s health 
and to further the practice of better medicine. 

Medicine has an ideal and a responsibility to protect, so 
let us of the medical profession get together and in one great 
effort solve the problems that lie ahead. 

I am in hopes that each member of the Medical Society 
will realize that the Society is just as good as the members 
make it. We, the officers, wish to carry out your directives. 

I wish to thank all of the chairmen of committees who have 
so graciously accepted and also I wish to thank the members 
of the committees who have so kindly accepted. The 
committees are the backbone of our Society. They spend 
many hours in bringing many loose ends of medicine 


together to make workable plans. 


Cordially Yours, 


President 
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Editorial 
COMMENT 


The Comprehensive Educational Survey of Kansas 


The Comprehensive Educational Survey has re- 
cently been completed for the Education Committee 
of the Kansas Legislative Council. This survey was 
inclusive and enlisted the aid of many Kansans dur- 
ing the past year. There were three, 35-man advisory 
committees for Primary and Secondary Education, 
for Higher Education and a Professional Advisory 
Committee for Higher Education. In addition, there 
were committees in each county who met and dis- 
cussed the problems proposed by the Advisory Com- 
mittees. Altogether it has been estimated that more 
than 4,000 Kansas citizens were engaged in wrestling 
with the vital problems of their schools. 

Kansas physicians have traditionally been con- 
cerned with education. They rightfully have been 
respected for their erudition and culture and as a 
result many of our members (and their wives) have 
served long and effectively on Boards of Education 
throughout the State. We also reflect in the honor 
achieved by Doctor Murphy and Doctor Wescoe in 
successively filling the highest educational office in 
the State. 

Thus, it may come as a surprise to many of us that 
we serve an appallingly meagre educational fare to 
our children these days. In 1960 many a six-year-old 
is attending school under much the same circum- 
stances as his counterpart in 1860. 

When you read the report you will find among 
other surprising data, that there are 2,800 school dis- 
tricts in Kansas; 1,900 of these operate only an ele- 
mentary school and 318 operate no school at all. 
There are 567 districts maintaining high schools and 
of these 433 have fewer than 150 pupils. Less than 
ten per cent of all districts operate both elementary 
and secondary schools. There are 227 high schools 
enrolling less than 60 pupils, of these only three 
were accredited by the North Central Association. Is 
this equality of education? There are 284 high schools 
who have fewer than six teachers. Is this quality edu- 


cation? In a typical four-teacher high school 13 sub- 
jects are offered, in a good class A school system 
(Dodge City) 56 subjects are offered. 

Equally shaking are some of the data concerning 
elementary schools. In 1959, there were 1,004 one- 
teacher schools enrolling 13,000 pupils. Also in 1959, 
there were 1,028 schools enrolling 18,000 pupils 
which were limited to eight month terms, thereby 
neatly robbing 18,000 pupils of one year of school 
each during their school life. How does this measure 
against our professed aim of equal opportunity for 
all? 

To further complicate our problem the statisticians 
have predicted that the school population will in- 
crease from 430,000 to 530,000 by 1970; in hard 
terms 100 ordinary school buildings or 1,700 class- 
rooms. Our estimate of what it takes to be an ef- 
fective teacher also leaves something to be desired. 
Of 13,000 elementary teachers 5,000 did not have a 
degree. By 1970, 6,000 or 30 per cent of our 20,000 
teachers will retire and must be replaced. The re- 
placement will not be made easier by the fact that 
Kansas ranks 33rd in the average salary of her teach- 
ers. Three-fourths of the states pay better salaries. 

Financing public education is the constant dilemma, 
but that it can be done better is evidenced by the 
statistic that per-pupil cost in high schools of 100 
pupils and under is $802.00, while equivalent cost 
per pupil in high schools of 150 plus is $394.00— 
equality in cost is no more true than equality in op- 
portunity. 

The source of taxation in Kansas for schools is 
24 per cent from school district and county funds, 
22 per cent from the State and three per cent from 
Federal funds. Kansas ranks seventh in states in the 
amount of money taken from property tax, the na- 
tional average being 54 per cent. But hear this: the 
assessment ratio varies from 13 to 42, and it varies 
from rural to urban within the same county. The 
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report indicates that $266,000,000 will be needed in 
1970 as compared with $145,000,000 in 1959. 

Referring to school districts again, the report 
places Kansas again in that unenviable seventh place 
with 2,790 districts, the national mean being 300 or 
less. In addition, Kansas is almost unique in oper- 
ating separate elementary and high school districts. 

The report goes into some detail concerning the 
State Superintendent of Instruction and his counter- 
part the State Superintendent of Vocational Instruc- 
tion, as well as their respective State boards. The 
situation is archaic, and everyone knows that these 
functions should be coordinated under one State 
Board of Education with one appointed State Super- 
intendent of Instruction of sufficient stature to pro- 
vide the type of supervision needed. 

The County Superintendency is another dish and, 
as anyone who has been in a County Superintendent’s 
office lately knows, this poor political orphan should 
be abandoned to his cruel fate. 

Transportation of pupils is a costly business. 
Kansas in this field ranks sixth from the highest in 
the per-pupil cost of transportation. This is a reflec- 
tion of the myriad school districts and our position 
would naturally improve with the reduction of com- 
peting districts. 

A survey is not of much value unless from it we 
are able to draw conclusions, and therefore recom- 
mendations to correct the educational deficiencies of 
Kansas. I shall try to summarize the recommenda- 
tions briefly. 

The general agreement among all of the survey 
committees was that their aim should be, “A quality 
education with equality of opportunity for all the 
school children of Kansas.” Thus, the following 
recommendations: 


1. Organization of School Systems: 


Elementary and secondary education combined 
under one system to include kindergarten through 
12th year, to include vot Jess than 1,200 pupils. 


2. School District Reorganization: 


Reorganization under legislative fiat to meet the 
requirements of No. 1. If this coincides with 
county lines, the county would be a convenient 
unit. Each plan should be approved by the State 
Board of Education. 


3. Financial Support of Schools: 


The State support to be increased from 22 to 40 
per cent. 

A foundation program for distribution of funds 
could be established if equalization of assessment 
were done at the same time. 
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4. State Administration: 


The Office of the State Superintendent to be 
changed from elective to an appointive position 
subject to the State Board of Education. 


5. County Superintendency: 


To be abandoned and replaced by an area super- 
intendent over 10,000-15,000 pupils and respon- 
sible to the State Superintendent. 


6. Securing Adequate Supply of Well Trained 
Teachers: 


Continued emphasis on recruitment, increased sal- 
ary and position and maintenance of high quality 
and high qualifications of present staff. 


7. Transportation of Pupils: 


Should include all children beyond reasonable 
walking distance; should be part of State aid pro- 
gram and all such transportation under close 
supervision. 


8. Textbooks: 


To be free, as the rest of our educational services 
are free, to all. 


These recommendations were met with fear and 
foreboding on the part of many people, the most 
frequently expressed fear was that “our nice new 
high school will be abandoned.” This is, of course, 
absurd. All of the existing classrooms and many new 
ones will be needed. It is true that the one-room 
school will go, as it should have gone with the 
model T, and some buildings will be put to different 
uses as pupil population changes, but not abandoned. 

We believe that it is in the interest of every phy- 
sician in Kansas to read this report, to urge its ac- 
ceptance and make certain of its implementation by 
the next session of the Legislature. 


Greer, M.D. 


World Medical Association 


A special committee has been recently appointed 
with Dr. L. S. Nelson, Sr., Salina, designated as its 
chairman. This committee, however, is not one of the 
Kansas Medical Society but is Kansas’ representation 
to the United States Committee in the World Medical 
Association. The WMA which is housed at 10 Colum- 
bus Circle, New York 19, New York, is a growing 
organization of physicians from the four corners of 
the earth. Other Kansas physicians which have been 
appointed to this committee are Drs. Grant Hastings, 
Garden City; Ray Gelvin, Concordia; C. Omer West, 


in 
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Kansas City; Murry Eddy, Hays; and Charles Vestle, 
Humboldt. 

Dr. Nelson, speaking for the Kansas Committee, 
urges that the association needs members and sup- 
port, both personal and financial, from more Kan- 
sas doctors. The World Medical Association grew 
out of the strife of the second world war and is ac- 
tively taking a part in promoting peace and better 
health for all nations. During World War II, doctors 
of all the allied nations congregated from time to 
time at the British Medical Association house. Typical 
of doctors the world over, they spent considerable 
time discussing problems of medical practice in peace 
time and comparing the conditions of medical service 
and medical education in the various countries. Hence, 
it was natural that in 1945 British Medical Associa- 
tion should call an infornial conference of doctors 
from several countries which decided to initiate 
plans for an international organization. An organizing 
conference representing 29 national medical associa- 
tions supported the constituting of the World Med- 
ical Association and by the fall of 1947, the Con- 
ference of Delegates adopted the constitution and 
bylaws of the new international organization—a con- 
federation of the most representative national med- 
ical association of each country based upon equal 
voting power for each member association. The ob- 
jects of this new association were designed to pro- 
mote world peace through assisting all peoples of the 
world to attain the highest possible level of health by 
promoting closer ties among the doctors of the world 
—on the personal as well as scientific interest level— 
and to provide an audible voice for the practicing 
doctors of the world at the international level. 

The first important “finding” of the World Med- 
ical Association was that the language of medicine 
is universal. An excellent example of this was evi- 
denced by the constitution as drafted by the British 
Secretary underwent grammatical amendments of the 
English by Swedish delegation. 


The Voice of Medicine 


This is the voice of world medicine, come of age, 
a voice with authoritative tone. WMA's cry against 
oppression in Hungary is the mature call of a young 
adult born out of the ferment of World War II. 
Doctors from many nations were thrown together 
in the common missions of that great conflict over a 
decade ago. Their wartime brotherhood in arms sug- 
gested the values of a permanent international alliance 
of organized medicine. These physicians also felt the 
need to restate medicine’s universality, and to ex- 
press their independence of political compulsions. 
There was a need, too, to assert a solidarity in re- 
pudiating the perverted medical practices which were 
forced against some physicians in Nazi concentration 


camp. (Based on a 1948 “Declaration of Geneva” 
WMA physicians pledge: “I will retain the utmost 
respect for human life from the time of conception; 
even under threat I will not use my knowledge con- 
trary to the laws of humanity.”’) 

When The World Medical Association speaks to- 
day, it is heard as the official voice of the practicing 
profession, listened to by such diverse global agencies 
as the International Labour Office, International Social 
Security Association and the World Health Organiza- 
tion. 


Other Programs 


It would be a mistake to regard WMA as a lobby 
bent only on fighting the evils of socialized medicine. 
Other efforts outshine its role as an alarm-ringer and 
fighter for unfettered medical practice. One is the 
drive for a Central Repository for Medical Creden- 
tials. Another was the adoption of a modernized 
Hippocratic Oath, as well as an International Code 
of Medical Ethics. Already successful in some South 
American countries, WMA is continuing to help in 
the establishment of national medical associations 
elsewhere throughout the world. Currently, it is: 

e Promoting a freer international flow of proved 
therapeutic agents. 

e Formulating principles of cooperation between 
practicing physicians and public health officers. 

e Promoting medical research. 

e Observing and reporting on the activities of 
more than 23 other international organizations as 
they affect the practice of medicine. 


Need for Periodic Examination 


The importance of periodic examinations, as an 
important contribution to occupational health, is 
underscored in Patterns. It reveals that “in spite of 
variations in examinations, at least 15 per cent and as 
many as 40 per cent of persons examined are found 
to have a significant disease or defect previously un- 
known.” Disorders found most frequently in periodic 
examinations include obesity, arthritis and rheuma- 
tism, hypertensive disease, arteriosclerotic heart dis- 
ease, and hemorrhoids. 

The value of safety programs is also emphasized. 
“During the period 1926 to 1954, the national in- 
dustrial accident frequency was reduced by 75 per 
cent; absenteeism rates were cut in half; compensa- 
tion rates were reduced by two-thirds; and accident- 
sickness costs were decreased by 40 to 50 per cent. 

A major reason for this changing picture is ‘the 
application of preventive medicine to “industry” 
with the subsequent emergence of more industrial 
health and safety programs. 
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Highlights of Hutchinson 


A Short Summary of the 101st; Annual Meeting 


The 10ist Annual Meeting of the Kansas Medical 
Society recently held in Hutchinson at the Baker Hotel 
had more than 375 physicians register for its sessions. 
The Reno County Medical Society was the host of the 
May 2, 3, and 4 meeting with Dr. J. L. Perkins as 
general chairman. The 1960 meeting followed the for- 
mat as set forth in the Society's By-Laws. This year 
due to a lack of space there were no technical or scien- 
tific exhibits. 


First House of Delegates 


The gavel sounded—the first House of Delegates 
was called to order by the president, Dr. Glenn R. 
Peters. This was the official opening of the 101st Meet- 
ing. Following a 7:30 a.m. Monday, May 2, breakfast, 
the 56 delegates, 10 councilors, seven officers and 10 
past-presidents attending the meeting at the Town 
Club heard 60 resolutions presented. As is the order 
of business, the first session of the House of Delegates 
is to only hear and present the business of the Society 
through resolutions, therefore, no final action was taken 
on any of these proposals. There was, however, one 
exception to this rule. The House voted to amend the 
By-Laws and conducted one item of special business. 
They voted to present at the Annual Banquet Tuesday 
night an Outstanding Service Award to Dr. Frank- 
lin D. Murphy, Chancellor of the University of Kansas. 
This was passed unanimously by the Delegates. 


First General Session 


Following registration, the scientific meeting was held 
in the Baker Hotel Grand Ballroom. Dr. V. R. Moor- 
man, president of the Reno County Medical Society, 


presided over this session. The first speaker of the day | 


was Dr. Theodore C. Panos from Little Rock. His topic 
was ‘Nutritional Requirements of the Neonate.’’ He 
was followed by Dr. S. W. Kirklin, Rochester, who 
spoke about “Open Intracardiac Surgery.’ Later the 
two men participated in a panel. 


Sporting Events 


This year’s sporting events enjoyed a good turnout. 
The day offered a choice of golf at the Prairie Dunes 
Country Club and trap and skeet shooting at the Ark 
Valley Rod and Gun Club. Participants in the Golf 
Tournament remarked about the fine course offered 
by Prairie Dunes and the shooters said the clay 
birds were challenging. The Annual Sports Awards 
Dinner was held at the Country Club that evening. Many 
excellent trophies were presented to the winners in both 
competitions. 


The Second General Session 


Dr. John N. Blank opened the Tuesday morning 
meeting and introduced Dr. Jesse E. Edwards from the 
Mayo Clinic. He spoke about “Clinical Pathologic Cor- 
relations in Coronary Atherosclerosis.” The next scien- 
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tific speaker was Dr. Eliot E. Foltz, Winnetka, his topic 
was “Diaphragmatic Hernia.” Following the two 
speeches both speakers participated in an active panel 
discussion. 

Tuesday afternoon was reserved for the specialty 
group meetings. Also the reference committee of the 
House of Delegates met and discussed all of the reso- 
lutions that had been presented the day before. All 
physicians were invited to air their views on any sub- 
ject under discussion by the committee. 

The specialty groups that conducted meetings were: 
The Obstetricians and Pediatricians which held a joint 
meeting with noted speakers from across the nation; 
the E.E.N.T. specialists and the Radiologists met jointly 
with The Kansas Society of Medical Technologists for 
a program; and the Chest Physicians held a scientific 
meeting. 


Annual Banquet 


A host of gifts were presented to Dr. Peters as he 
presided over the annual banquet Tuesday evening. 
More than 250 physicians, wives, and guests were on 
hand to enjoy the show. Dr. W. Clarke Wescoe after 
delivering what he called his “Swan Song” as the dean 
of the Medical School before assuming the Chancellor- 
ship of the University of Kansas, humorously com- 
manded the microphone and proceeded to call individu- 
als from the audience who lavished praise and presents 
upon Dr. Peters for an outstanding year. One of the 
gifts towered over him as it stood on the table. 

On the more serious side of the night a plaque was 
given to Dr. Franklin Murphy, present Chancellor of 
K.U., honoring him with an Outstanding Service 
Award. The award was given to Dr. Wescoe since 
Dr. Murphy was unable to attend the dinner because 
of previous engagements. 

Dr. Peters then administered the oath of office to 
Dr. F. E. Wrightman, the incoming president of the 
Society. It is the custom to administer the oath at the 
banquet, but he doesn’t take office until after the final 
House of Delegates. Dr. Wrightman expressed his 
thanks to the audience and the Society for the honor 
and trust they had bestowed upon him by choosing 
him to represent them this next year. He in turn pre- 
sented to Dr. Peters the past-president’s key. Dr. Peters 
spoke briefly of the pleasure it had been to serve the 
Society this year. 

The entertainment for the evening was the “Spirit 
of Kansas.” This was given in song by a chorus from 
Wichita. It was composed of a male and female quar- 
tet and thrilled the audience with their songs centered 
around the 100 years of Kansas. Many old favorites 
were blended to tell the story of Kansas’ past, present, 
and future. The group was commissioned by the State 
to present this program depicting Kansas for its 100th 

(Continued on page 319) 
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This Year It’s Miami 


THE 109TH ANNUAL MEETING of the American 
Medical Association will be a forum presented by 
some of the nation’s top scientific brains. 

Approximately 2,000 physicians, all outstanding 
in their field, will participate in presenting the scien- 
tific program of the meeting to be held in Miami 
Beach, June 13-17. 

There will be two general scientific meetings in 
the Grand Ballroom of the Fontainebleau Hotel, and 
other lectures, symposiums, and panel discussions 
in the Fontainebleau, Eden Roc Hotel, and in the 
new, air-conditioned Miami Beach Exhibition Hall. 
Sessions on dermatology, being held jointly with the 
Society for Investigative Dermatology, will be in the 
di Lido Hotel. 

The opening general scientific meeting, Monday 
afternoon, June 13, will begin with the Joseph 
Goldberger Lecture on Clinical Nutrition. Dr. Carl A. 
Lincke, chairman of the A.M.A. Council on Scientific 
Assembly, will preside at this meeting. 

The lecture will be followed by a symposium on 
nutrition, including an address by Grace A. Gold- 
smith, professor of medicine, Tulane University 
School of Medicine, New Orleans, on “Highlights 
on the Cholesterol—Fats, Diets and the Atherosclero- 
sis Problem.” 

The second general meeting will be a symposium 
on ‘Evaluation and Preparation of Patients for An- 
esthesia and Surgery,” Tuesday morning, June 14, 
to which the sections on Anesthesiology, Diseases of 
the Chest, General Practice, Internal. Medicine, Pedi- 
atrics, Pathology and Physiology, and Surgery have 
contributed. 


Section Programs 


What’s new in surgery will be explored during a 
symposium and panel discussion on Wednesday morn- 
ing. The program was developed from suggestions 
obtained from a survey of the heads of departments 
of surgery in the nation’s medical schools. 

The symposium will be on “Recent Advances in 
Treatment of the Cancer Patient’’ with an introduc- 
tion to the problem including methods of decreasing 
spread of cancer cells during operations being pre- 
sented by Warren H. Cole, Chicago. Dr. Cole also 
will serve as moderator of the panel on “Current 
Status of the Treatment of Advanced Cancer of the 
Thyroid and Breast.” 

Arthur M. Master, New York City, will speak on 
“Effort, Occupation (including physicians) in Coro- 
nary Occlusign” during a symposium on Medical 
Chest Emergencies, and John F. Briggs, St. Paul, 
Minn., will discuss “Pulmonary Embolism.” 


109th Annual A.M.A. Meeting 


John H. Moyer, Philadelphia, will moderate a 
symposium on “Edema—lIts Physiology and Use of 
Newer Diuretics in Its Treatment.” Irving S. Wright, 
New York, will moderate a symposium on “Patho- 
genesis and Treatment of Thrombo-Embolic Phenom- 
ena.”” Daniel C. Moore, Seattle, Wash., will take 
part in a session on “Newer Trends in Diagnosis 
and Treatment’ discussing “Oxygen—the Rational 
Therapy for Systemic Toxic Reaction From Local 
Anesthetic Drugs.” 

There will be panel discussions on “Tumors of 
the Trachea and Bronchial Tree,’ with Paul H. 
Holinger, Chicago, moderator, and one on “Dissem- 
inated Diseases of the Chest,’’ with Harold O. Peter- 
son, Minneapolis, moderator. 


Highlights of Other Sections 


Nervous and Mental Diseases—E. S. Gurdjian, 
Detroit, ‘Critique of Occlusive Diseases of the Caro- 
tid Artery and the Stroke Syndrome.” Leo H. Bar- 
temeier, Baltimore, ‘Comments on the Relation Be- 
tween Psychiatrists and Other Physicians.” 

Obstetrics and Gynecology—Stirling G. Pills- 
bury, Long Beach, Calif., “31,595 Deliveries With 
One Maternal Death.” Jerome M. Kummer, Santa 
Monica, Calif., ‘An Answer for Criminal Abortion.” 

Internal Medicine—‘Symposium on Hypocho- 
lesteremic Drugs.” Walter L. Palmer, Chicago, “The 
Billings Lecture: Causality in Peptic Ulcer.” Ru- 
dolph H. Kampmeier, Nashville, Tenn., “Collagen 
Diseases—Some Unanswered Questions.” 

Laryngology, Otology, and Rhinology— 
George A. Sisson, Syracuse, N. Y., “Problems and 
Complications in Head and Neck Surgery.’’ C. M. 
Kos, Iowa City, Iowa, “Five Year Results of Stapes 
Mobilization and Current Results With Vein Plug 
Stapedeoplasty.” 

Preventive Medicine—Jan H. Tillisch, Rochester, 
Minn., ‘‘Medical Aspects of Safety in the Air.’’ Rob- 
ert B. Stonehill, San Antonio, Texas, “Air Travel 
and the Cardiopulmonary Patient,” a film presenta- 
tion. 

Orthopedic Surgery—Sidney Keats, Newark, 
N. J., “Surgery of the Extremities in the Treatment 
of Cerebral Palsy.” H. R. McCarroll, St. Louis, Mo., 
“The Management of Complicated Ununited Frac- 
tures of the Tibia and Fibula.” 

Pediatrics—Leonard S. Sommer, Miami, moder- 
ator, “Symposium on Congenital Heart Disease— 
Present-Day Status From Viewpoint of Practitioner 
of Medicine.” 

The section on Miscellaneous Topics will feature 
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a half-day session on the ‘Management of the Older 
Patient.” Participants include Philip Thorek, Chicago. 


Exhibits Number 290 


About 290 exhibits will be on display in the Miami 
Beach Exhibition Hall, representing the most out- 
standing exhibits selected from 540 applications. 

A new special exhibit on Body Fluid Disturbances, 
offering a complete course in body fluids, will be 
presented in its entirety on two days. Different as- 
pects will begin at specific times to permit physicians 
to attend only those parts in which they are partic- 
ularly interested. 

A special exhibit on fractures will include booths 
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on fractures of the ankle, hip, wrist, tibia and fibula, 
children’s fractures, and fractures resulting from 
falls on the outstretched hand. About 50 prominent 
orthopedic surgeons will take part in the demonstra- 
tions at this exhibit. 

Specials on Pulmonary Function and Fresh Tissue 
Pathology also will be highlighted in the Scientific 
Exhibition area. 

An outstanding program of motion pictures and 
television, which will be coordinated with the rest 
of the scientific program, will be presented also in 
the Miami Beach Exhibition Hall. 

Be sure to get your reservations early. 


Miami Beach, the fabulous Florida resort center, becomes the site of the 109th Annual Meeting of the 
A.M.A. on June 13-17. The scientific meeting will take place in the beautiful Fontainebleau Hotel and in the 


completely air-conditioned Miami Beach Auditorium, located a short distance from ocean front hotels. 
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UNIVERSITY OF KANSAS MEDICAL CENTER 


F, E. Wrightman, M.D., President 
Kansas State Medical Society 
Sabetha Clinic 

Sabetha, Kansas 


Dear Dr. Wrightman: 


In a few weeks, I will be leaving Kansas, and after ten years of happy association 
with the physicians of this State, I would not want to leave without in some manner 
expressing my warmest regards to not only the Society, but to the several hundred 
practicing men that I know personally. Our Society and our Medical School have 
enjoyed a unique friendship based on mutual respect and understanding. The School 
has grown vigorously in these ten years and to a great extent this has been possible 
because Kansas Medicine understood the need of this School and supported its 
ambitions. With its increasing capabilities the School has been able to train more 
physicians for Kansas and to offer the man in practice the best postgraduate effort 

in the United States. 


The citizens of our State have, of course, been the final judges of the success of this 
joint medical adventure and I leave with a deep conviction that in no other state is there 
a better demonstration of the combined potential of the people, their tax money, 

their State Medical School, and their private practitioners. 


I am leaving Kansas because my own professional interests have steadily developed 
into the training of specialists in cardiovascular disease and in research in this field. 

The administrative responsibilities of an area as large as the Department of Medicine 
are considerable and for these next several years I believe it will be wiser for me 

to limit my administrative duties and to concentrate on certain areas of cardiovascular 
teaching and research. 


A decade is a large part of a man’s life. I leave here with a deep affection for Kansas 
and a sincere respect for the quality of its physicians. I hope through the years 
to return often. 


Dr. Wrightman, my warmest personal regards to you and to the physicians of Kansas 


Cordially yours, 


Director, Cardiovascular Laboratory 
Professor and Chairman 
Department of Medicine 


308 


e 
| 
RAI 
KAN 
t 
&§ 
| 
| 
| 
| 
| 
| 


x 


3 Lue Shield 


Emphasize Economy Objectives During 1960 


More members, higher reserves, and lower operat- 
ing costs are the three major objectives of Kansas 
Blue Cross-Blue Shield this year. An outline of work 
activities planned by the staff in order to achieve 
these three objectives has been presented at all Dis- 
trict Blue Shield Relations meetings held during the 
past month. 

A membership growth of 25,000, which is a 25 
per cent increase over the year 1959, is the enrollment 
goal for the year, and at the same time the organiza- 
tion will be striving to upgrade coverage so that 
on the average, members can expect at least 70 per 
cent coverage on physicians’ charges. 

At present, about 37 per cent of Kansas Blue 
Shield members have benefits which allow them this 
70 per cent coverage, and in order to increase this 
for the remaining 63 per cent, enrollment emphasis 
will be placed on Blue Shield Plan B (or Schedule 


2, as it is referred to on the member’s Identification 


Card). Plan B has a higher fee schedule for all Blue 
Shield procedures. 


Major Medical 


Enrollment people will also introduce Major Med- 
ical into as many Employee Groups as possible in 
order to upgrade coverage still further. Many of 
Kansas Blue Cross-Blue Shield’s Employee Groups 
today have already installed the new Major Medical 
Program. Available to Groups of ten or more, it 
provides thorough coverage for the catastrophic and 
long-term illness or accident, but at the same time 
includes the equally thorough basic protection they 
now have. 


Economy Measures 


Further economy measures will be taken this year 
in an effort to hold any necessary rate increase for Blue 
Cross to not more than five per cent, and to eliminate 
entirely any rate increase in Blue Shield. This will 


mean that a savings of $800,000 must be made over 
last year’s expenses in Blue Cross, with a savings of 
at least $200,000 in Blue Shield. 


How It Will Be Done 


To accomplish these major savings, the following 
economy measures will be taken: 

1. Case and administration expense will be reduced. 

2. An extensive study of utilization will be made 
by physicians. 

3. More economical use of hospital facilities is 
anticipated. 

4. The possibilities of area rating will be studied 
further. 
5. Membership education programs will be under- 
taken. 


More than 44,700,000 persons were enrolled in 
the various Blue Shield Plans located in North Amer- 
ica as of December 31, 1959, the National Associa- 
tion of Blue Shield Plans reported. Total member- 
ship in the Plans reached 44,792,923 at the end of 
the past year, which represents an enrollment of 24 
per cent of the total United States population and 
nearly 15 per cent of the total Canadian population. 

“The net gain in membership for 1959 amounted 
to 2,217,667, which is significant improvement over 
the 1,096,203 gain for the year 1958,” the national 
association also indicated in its year-end report. 

“The acceptance of Blue Shield as a means of 
helping to pay medical-surgical bills is reflected in 
the growth of these Plans in the past decade. Blue 
Shield has grown from a membership of more than 
16,500,000 in 1950 to its present figure only through 
the offering of a program that has continued to meet 
the demands and needs of the American public,” the 
report concluded. 
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The Business Side 


of Medicine 


Let a Corporate Trustee Manage Your Estate 


FLOYD F. WEHRENBERG, Kansas 


During his productive years the average Doctor 
hopes to accumulate adequate capital for retirement 
and a sufficient estate to provide for his family in 
case of his death. You are well aware of the difficul- 
ties involved in making these accumulations. Taxes, 
bad investments and poor judgment increase these 
difficulties. You are also well aware of the decisions, 
planning, and worries involved. Will your wife be 
able to assume these burdens? Is it fair to expect 
her to do so even if she is able? Many widows today 
would answer this question very decisively for you. 
This is the reason more and more people are turning 
their estates over to corporate trust departments to 
manage. 


What Do They Offer 


What do corporate trust departments have to offer, 
how do they operate and what will it cost? 

1. They will manage all or any part of your es- 
tate turned over to them by will or trust agreement. 

2. They will act as executor or trustee of your 
estate, assuring prompt action and proper know- 
how for best results. 

3. Available funds will be fully invested at all 
times to produce maximum yield and safety. 

4. Changes in investments will be made without 
worry or responsibility to your beneficiaries. 

5. Your estate will be in one place for manage- 
ment purposes. This will eliminate the need to 


Mr. Wehrenberg is Missouri-Kansas manager, Professional 
Management Midwest, 4010 Washington Street, Kansas 
City, Missouri. 3 
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deal with a number of different people and will 
provide proper co-ordination at all times. 

6. Your estate can be flexible enough to meet all 
contingencies but will be kept within the goals 
set forth by you regarding investment policy and 
disbursement of funds. 

7. Funds placed with a trust department are 
completely set apart from other bank funds. Na- 
tional bank trust departments are subject to audit 
by federal bank examiners; adequate bonding is 
required; comprehensive records are mandatory 
and all investments must be approved by the trust 
investment committee composed of senior bank 
officers. 

8. The corporate trust department guarantees 
continuity of supervision. This overcomes the prin- 
cipal disadvantage of the individual trustee. An 
individual named may be fully competent but 
death or disability may necessitate a replacement 
who may be less capable. With the corporate trust 
department, the same expert management is not 
in any way dependent upon the ability or survival 
of any one individual. 

9. Costs for executors are set by law. Fees for 
trust management average 1/, of one per cent of the 
annual value of trust assets. If your trust were 
$100,000 it would cost about $500 per year to 
manage. This fee is generally repaid many times 
over through prudence in managing your assets. 

10. With taxes and inflation, the burden of con- 
serving an estate is an enormous one. The size of 


(Continued on page 312) 
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Defeat of the Forand bill in the House Ways and 
Means Committee highlighted developments on the 
issue of legislation to provide more Federal health 
care for the aged. 

The Committee voted 17 to eight on March 31 to 
shelve the Forand bill which would increase Social 
Security taxes to provide surgical benefits and limited 
hospitalization and nursing home care for Social 
Security beneficiaries, except the disabled. 

However, the issue remained very much alive. 


Issue Still Hot 


The Eisenhower Administration and Congressmen 
were separately considering various alternative pro- 
posals to provide additional health care for the aged, 
but outside the Social Security system. And the action 
of the House Committee did not rule out the pos- 
sibility of Forand-type legislation being brought up 
in the Senate later this session. 
_ The House Committee vote against the Forand 

bill came during the drafting of an omnibus measure 
of revisions in the Social Security program. The Com- 
mittee voted tentatively to bring physicians under 
Social Security. 


The Committee also favored elimination of the 


requirement that a disabled person must be 50 years 
or older to be eligible for Social Security payments. 

Arthur S. Flemming, Secretary of Health, Educa- 
tion and Welfare, said the Administration was con- 
sidering a plan for Federal payments to the states to 
help needy old persons buy private health insurance 
on a voluntary basis. He said he hoped the plan 
would be ready for submission to Congress by late 
April. 


Help From Government 


Sen. Jacob K. Javits (R., N. Y.) and seven other 
Republican Senators introduced similar legislation in 
the Senate. The bill called for the Federal govern- 
ment and states jointly putting up about $1 billion a 
year to help persons 65 years and older, and their 
spouses, to buy private health insurance. The coverage 
would include physicians’ care in home and office, 
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Washington 
HIGHLIGHTS 


This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


diagnostic services, hospitalization, and nursing home 
care. 

Another plan being considered by some other 
members of Congress would broaden the Federal- 
State public assistance program to provide more 
health care for needy older persons. 

Both President Eisenhower and Vice President 
Nixon reiterated their opposition to any compulsory 
health plan such as the Forand bill. The President 
told a news conference that such plans would be a 
definite step toward socialized medicine. He pro- 
posed that medical care for the aged be improved 
through further development of voluntary health in- 
surance programs. 


Nixon’s Letter to Doctors 


Vice President Nixon gave his position in a letter 
to physicians who had communicated with him about 
the matter. 

“The Vice President, throughout his career as a 
public official, has consistently opposed and will con- 
tinue to oppose any compulsory health insurance 
program,” the letter said. ‘Thus, of course, includes 
the Forand bill... .” 

“He believes that the best way to handle the prob- 
lem of people over 65 who do not have and cannot 
afford health insurance is through a program which 
will enable those who desire to do so to purchase 
health insurance on a voluntary basis.” 

On the other side, three candidates for the Demo- 
cratic nomination for President—Sens. John F. Ken- 
nedy (Mass.), Hubert H. Humphrey (Minn.), and 
Stuart Symington (Mo.)—said they would push for 
passage of Forand-type legislation. 


Labor Attacks A.M.A. 


The AFL-CIO continued its all-out campaign in 
support of the Forand bill. Leaders of the labor 
union repeatedly attacked the American Medical As- 
sociation for opposing the bill. 

One of the attacks prompted Dr. Louis M. Orr, 
Fla., to protest in a letter to AFL-CIO President 
George Meany against the union’s “deliberate dis- 
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tortions of the truth, perversions of the truth, and 
outright untruths.” 

Dr. Orr charged that allegations in a political 
memorandum of the AFL-CIO’s Committee on Po- 
litical Education (COPE) ‘“‘not only . . . attempt to 
impugn the motives and competence of the nation’s 
physicians, but they seek to mislead labor's rank and 
file, the members of Congress, and the American 
people as a whole.” 

“When the A.M.A. opposes any legislative health 
measure, it does so because its members believe that 
it would lead to poorer—not better—health care for 
the people of this country,” Dr. Orr said. 

Senate Republican Leader Everett M. Dirksen 
(Ill.) also defended the A.M.A. as well as the 
Eisenhower Administration, against the attacks when 
AFL-CIO leaders repeated them in testimony before 
the Senate Subcommittee or. Problems of the Aged 


and Aging. 
Sen. Dirksen denounced them as “gratuitous slurs,”’ 
“stinking statements,” “invidious . . . insane charges” 


which constituted ‘‘an absolute disservice to the 
country.” 


Appel’s Testimony 


Dr. James A. Appel, Lancaster, Pa., a member of 
the A.M.A. Board of Trustees, testified before the 
Senate Subcommittee that the greatest health problem 
faced by older people is “their isolation from the rest 
of society.” He said: 

“The health problems of the aged can only be 
solved within the context of total health. They in- 
volve far more than hospitals or a doctors’ care. They 
involve the older person’s other requirements in life, 
whether these be housing, recreation, community un- 
derstanding and acceptance, the right to be useful, 
the courtesy of being treated as individuals, or the 
opportunity of living as self-reliant, respected mem- 
bers of society.” 

As for an aged person being denied medical care 
because of a lack of money, Dr. Appel said em- 
phatically: 

“Medical care is available to every man, woman, 
and child in the United States regardless of his or 
her ability to pay for it. 

“That care is not now denied, nor will it be de- 
nied.” 


Better Public Schools 


Commenting favorably upon recent progress in 
improving the nation’s public schools, the Research 
and Policy Committee of the Committee for Eco- 
nomic Development (CED) advanced four recom- 
mendations for achieving further needed improve- 
ment. 

“Nobody gan give the American people better 


schools,” they stated. “But we can afford better edu- 
cation and will get it if we recognize the need.” 

The four recommendations were: 

e Mandatory action by the state governments is 
needed in most states, including almost all of the 
most populous states, to bring about “immediate 
reorganization of small school districts into effective 
units of local government.” 

_@ The state governments should assume a larger 
share of the financial burden of schools now borne 
by the local districts, and state funds should be 
distributed through foundation programs. 

e Financial grants of about $600 million annually 
should be made by the Federal government “to sup- 
port public schools in those states where income per 
public school child is substantially below the na- 
tional average.” 

e Better local, state and Federal organization of 
citizens who appreciate the need for improved edu- 
cation is necessary for improvement of the schools 
in order to “generate the energy necessary for re- 
sults.” Participation by businessmen, the report says, 
often can be especially helpful. 

They stressed that the CED Research and Policy 
Committee, after two years’ study, does not believe 
that the present system of school finance in the sev- 
eral states “has broken down or is about to do so.” 

“Therefore, we do not believe that a wholly new 
or radically different method of financing schools is 
needed. What is needed, in our opinion, is modi- 
fication of the existing system .. . and more vigor- 
ous exploitation of its potentialities.” 

CED is a research organization of 200 business 
executives and scholars who work together studying 
national and international economic problems in an 
effort to increase employment and to promote stable 
economic growth. 


The Business Side of Medicine 
(Continued from page 310) 


your estate is not important; in fact, the smaller 
estate has a bigger job to do and the responsibility 
of supervision is doubly important. 


Consider Estate Management Too 


If you have reached the enviable position of hav- 
ing accumulated an estate sufficient to fulfill your 
goals and you have it systematically planned for min- 
imum taxation, take another look from the standpoint 
of management. Have you provided for the most 
capable, continuous management available which will 
demand the least worry and responsibility to your 
loved ones? 
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Applications for certification in the American 
Board of Obstetrics and Gynecology, new and re- 
opened, Part I, and requests for re-examination in 
Part II are now being accepted. All candidates are 
urged to make such application at the earliest pos- 
sible date. Deadline for receipt of applications is 
August 1, 1960. No applications can be accepted 
after that date. 

Candidates are requested to write to the office of the 
Secretary for a current Bulletin if they have not done 
so in order that they might be well informed as to 
the present requirements. Application fee ($35.00), 
photographs, and lists of hospital admissions must 
accompany all applications. 

As announced in the current Bulletin, “after July 
1, 1962, this Board will require a minimum of three 
(3) years of approved progressive Residency Train- 
ing to fulfill the requirements for admission to ex- 
amination. After the above date, training by Pre- 
ceptorship will no longer be acceptable. Therefore 
the initiation of Preceptorships will not be approved 
after July 1, 1960.” 

Contact Robert L. Faulkner, M.D., 2105 Adelbert 
Road, Cleveland 6, Ohio. 


The University of Illinois College of Medicine 
Department of Otolarynology will offer an intensive 
postgraduate basic and clinical program for practic- 
ing otolaryngologists. The Assembly offers a compact 
program of one week of daytime and evening ses- 
sions. It is designed to bring to specialists a wide 
variety of current advances in management, therapy 
and philosophies. Review of basic morphologic fea- 
tures is also included by means of laboratory demon- 
strations, dissection and prosection, all augmented 
by visual aids. It will be held September 24 through 
30, 1960. 

Panel programs have been designed to bring out 
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Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CALenpaR. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


special features of otologic and reconstructive sur- 
gery and tumors of the head and neck. Luncheon 
chats are an important part of the daily program. 

Interested physicians should write direct to the 
Department of Otolaryngology, University of Illinois 
College of Medicine, 1853 West Polk Street, Chicago 
12, Illinois. 


A Clinical Conference on Cancer of the Female 
Genital System will be held at The University of 
Texas M. D. Anderson Hospital and Tumor Institute, 
Houston, Texas, October 21 and 22, 1960. 

Treatment procedures for patients with carcinoma 
of the cervix, endometrium, and ovary will be dis- 
cussed in lectures and panel discussions. The expe- 
rience and policies of treatment at The University of 
Texas M. D. Anderson Hospital will be reviewed. 

Dr. Hans Kottmeier, of the Radiumhemmet in 
Stockholm, Sweden, will be the guest speaker at the 
Conference. The program is under the direction of 
Felix N. Rutledge, Section of Gynecology, Depart- 
ment of Surgery, M. D. Anderson Hospital and 
Tumor Institute. 


The 67th Annual Convention of the Associa- 
tion of Military Surgeons of the U. S. will be held 
October 31, November 1 and 2, 1960, at the May- 
flower Hotel in Washington, D. C. 

Its theme will be “The Military Role in Medical 
Progress.” 

President of the Association is Rear Adm. Richard 
A. Kern, MC, U.S.N.R., Ret. The General Chairman 
of the meeting is Rear Adm. Curtiss W. Schantz, DC, 
U. S. Navy Asst. Chief of Bureau of Medicine & Sur- 
gery for Dentistry, Navy Department, Washington 
& 
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Dr. William J. Reals, Wichita, Director of Path- 
ologic and Clinical Laboratories at St. Joseph Hos- 
pital, was one of 21 physicians named to assist the 
Federal Aviation Agency in determining the relation 
of human factors to aircraft accidents. 

Described by FAA as one of “'the nation’s 21 lead- 
ing forensic pathologists,” Dr. Reals will join a na- 
tionwide program of aero-medical investigations of 
fatal accidents. Under the program, the pathologist 
nearest an accident will visit the scene as soon after 
an accident as possible. 


Dr. Everet Beaty, Parsons, County Health Doctor, 
was a guest speaker at a recent Parent-Teachers As- 
sociation meeting held in Chetopa. 


Dr. Jack D. Walker has opened an office for med- 
ical practice in Pittsburg. Dr. Walker, who formerly 
practiced for four years in Girard and then spent 18 
months as assistant to Dr. W. Clarke -Wescoe at the 
University of Kansas Medical Center, began his prac- 
tice last month. 


Dr. Clarence W. Erickson recently returned from 
San Francisco, California, where he attended a meet- 
ing of the American College of Physicians. 


A group of young students recently met in Augusta 
for a science seminar and listened to Dr. James L. 
Barber give a presentation on the miracles of the 
structure and functioning of the heart. 

For the purpose of demonstration, Dr. Barber 
used drawings, slides and a human heart that he 
obtained from the University of Kansas School of 
Medicine. 


Dr. J. W. Jacks, Secretary of the Pratt County 
Medical Society, writes of the success of their recent 


“Personalities—in KANSAS MEDICINE 


Pratt Regional Science Fair. Some 60 students from 
all over southwestern Kansas displayed scientific ex- 
hibits. This was the first year for their fair in Pratt 
and they were very pleased with its outcoming. The 
Fair was divided in Junior High and Senior High 
School divisions and the winner of the Senior High 
School division received an all expense paid trip 
to the National Science Fair in Indianapolis, Indiana. 


Dr. C. C. Fuller of Columbus attended the 28th 
annual assembly of the Southeast Surgical Congress 
held in New Orleans. 


A series of clinical presentations, with former pa- 
tients present, to demonstrate the effectiveness of 
treatment of bone injuries was witnessed recently at 
the annual meeting of the Mid-Central States Ortho- 
pedic Society. 

The conference scheduled talks by Dr. Leonard 
F. Peltier, professor of orthopedic surgery at Kansas 
University School of Medicine; and Drs. Charles K. 
Wier, Charles Rombold, John K. Lance and 
H. O. Anderson, all of Wichita. 


Dr. H. J. Wisner, Wichita physician, was elected 
president of the recently organized Kansas chapter 
of National Arthritis and Rheumatism Foundation. 


Dr. A. E. O’Donnell, Junction City, recently 
completed 60 years as a physician and surgeon. Forty- 
seven of these years were spent in Junction City. He 
is still in active practice there. 


Dr. Prescott Thompson, Topeka, spoke at the 
University of Wichita Conference on Aging. His 
topic was “Current Issues in Aging.” 
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Several Kansas physicians did participate in the 
Kansas Society of X-Ray Technicians meeting held 
in Dodge City, April 29 and 30. Among the guest 
speakers were Drs. C. K. Zacharias, Dodge City, 
R. E. Speirs, Dodge City, Ivan A. Rhodes, Wichita, 
Emmett McCusker, Halstead, and M. J. Cox, 
Dodge City. 


“Cancer Can Be Cured” was selected as the theme 
for the 12th Annual Midwest Cancer Conference held 
in Wichita. 

The meeting was sponsored by the Kansas Division 
of the American Cancer Society, Inc., and was for all 
physicians and allied professional persons in the 
midwest area. Dr. Larry Vin Zant, Wichita, is 
president of the Kansas Division. 


A meeting of the Golden Belt Medical Society 
was recently conducted and hosted by the Geary 


NEW MEMBERS 


The JourNnat takes this opportunity to wens these new 
members into the Kansas Medical Society. 
John T. Brauchi, M.D. Jess W. Koons, M.D. 
Dept. of Psychiatry 15 East 11th 
K. U. — Center Liberal, Kansas 
39th & Rainbow Blvd. 
Kansas City 12, Kansas Chien Liu, M.D. 
K. U. Medical Center 


30th & Rainbow Blvd. 
K ity 1 

425 E. Murdock ansas City 12, _— 

Wichita 14, Kansas a Manning, 


Glen E. Eaton, M.D. 
201 W. Wilson: 
Salina, Kansas 


John R. Erwin, M.D. 

V. A. Hospital G. Marvin, 

Topeka, Kansas Kiowa Dist. Hosp. Clinic 

Evan L. Frederickson, 802 Drum 
M.D. 


Kiowa, Kansas 
K. U. Medical Center 
39th & Rainbow Blvd. Jack D. Reese, M.D. 


Kansas City 12, Kansas 
Raymond S. Freeman, Hugh D. Riordan, M.D. 
3101 East 9th 

Wichita 14, Kansas 


Marion F. Russell, Jr., 
M.D. 


K. U. Medical Center 
39th & Rainbow Blvd. 
Kansas City 12, Kansas 


Mowery Clinic 

Salina, Kansas 

M. Don George, M.D. 
135 E. Claflin 

Salina, Kansas 

Emil L. Goering, M.D. 
Pretty Prairie Clinic 
Pretty Prairie, Kansas 
L. E. Harrington, M.D. 
1412 N. Second 
Atchison, Kansas 


— K. Hutchison, 


Russell Clinic 

Great Bend, Kansas 
Richard L. Sifford, M.D. 
3244 E. Douglas 

Wichita 8, Kansas 


Carol A. Sleeper, M.D. 
Elkhart, Kansas 


Donald C. Sleeper, M.D. 
Elkhart, Kansas 


Robert J. Unrein, M.D. 
351 West 10th 
Hoisington, Kansas 


K. U. Medical Center 
39th & Rainbow Blvd. 
Kansas City 12, Kansas 


County Medical Society. It was held at the Country 
Club in Junction City and the program for the meet- 
ing was a panel discussion on Workmen’s Compensa- 
tion problems by a local attorney with Drs. H. Rich- 
ard Draemel, Salina; C. L. Lessenden, Topeka; 
L. C. Owensby, Concordia; and M. L. —_ 
Topeka, as panelists. 

Dr. M. D. McComas, Jr., is president i the 
Golden Belt Society; Dr. Alex Scott is secretary; 
and Dr. Charles Svodoba, is vice president. 


Nursing Home Program 


A strong program of nursing home construction 
was recommended by the president of the American 
Hospital Association as one of the best methods for 
meeting the health care needs of the aged population. 

Writing in Hospitals, Journal of the A.H.A., 
Russell A. Nelson, M.D., director of the Johns Hop- 
kins Hospital, Baltimore, said, “Nursing home care 
is central in the problem of care of the aged.” 

Much of the illness of old age is of a long-term 
type and new methods of caring for such. illness 
are needed, he said. The general hospital, and its 
medical staff, is increasingly taking more responsibil- 
ity for chronic illness, with research in degenerative 
diseases—so much a part of aging—increasing. How- 
ever, the general hospital cannot handle the aged’s 
health care alone. 

The present system of nursing homes is inade- 
quate, according to the A.H.A. president. ‘Family 
after family,” he said, “find it almost impossible to 
accept the lack of facilities, the low standard of care, 
and the high cost which all too often cannot be pre- 
paid.” 

“It may be,” Dr. Nelson continued, “that there is 
need for a strong program of federal financial as- 
sistance in the building of superior non-profit nurs- 
ing home facilities, with special emphasis on non- 
profit nursing homes incorporated into or affiliated 
with general hospitals.” 
~ He noted that the American Hospital Association 
and the physicians of the country “could greatly im- 
prove the health care of our older people if they 
would unite in the intelligent development and pro- 
motion” of a program of nursing home construction. 

Dr. Nelson also called for the development of 
programs to aid the medically indigent at the local 
level. The AHA and the American Medical Associa- 
tion have already jointly recommended such local 
action, while opposing the Forand Bill, now before 
Congress. This calls for financing the health care 
of the retired aged under the social security mecha- 
nism. 
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SHaLtL We Drirr—Or Roar MicHTILy? 


It is likely some bill to provide medical aid to the 
aged through taxes will be passed by Congress, Eld- 
erly citizens, caught in a cost squeeze, have a lot of 
sympathy that is deserved. But is putting one foot 
into the door of socialized medicine the answer? Is 
is necessary for the United States to take another 
stride in socialism to solve this problem? 


* * * 


Medical aid to the aged sounds wonderful. So do 
most of the other socialistic practices when segre- 
gated and viewed as a single iter designated to ben- 
efit one minority group. But when you add them up 
there comes the alarming conclusion that the free 
enterprise system is being pushed aside by a series 
of laws, rules, directives and regulations that are 
placing the federal government in absolute control 
of our economy. We are swirling into a system that 
takes most of the income from business and wage- 
earners, sends it to Washington, and sees it return 
in the form of grants, pensions, benefits, subsidies 
and “gifts.” The sad part is along with our money 
we send the power to control and supervise. And 
considerably less money returns than is sent. 


* * * 


Federal aid to education is looming on the horizon. 
That means sending our school money to Washington 
and getting it back plus a lot of rules, regulations 
and directives to govern the operation of local 
schools. As mentioned previously in this column, 
there is strong sentiment to pass an appropriation 
bill to “combat juvenile delinquency.” Stripped of its 
lofty title, it means sending more tax money to Wash- 


The Kansas Press 
Looks at Medicine 


Editor's Note. In this section the JouRNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


ington so bureaucrats can guide American children 
down the road to right living, thus relieving parents 
of that God-given responsibility. 


* * * 


Social welfare, social security, workmen’s unem- 
ployment compensation, grants to hospitals, subsi- 
dies to business and agriculture, the printing of enve- 
lops by the government for business firms, school 
lunch programs, defense contracts to industry—you 
can cite them individually and make them alluring to 
segments of our population. Also, you can add them 
up and come to the unmistakable conclusion that we 
are halfway to our necks in socialism and wading 
constantly into deeper water. 


* * * 


Most citizens abhor the thought of state socialism. 
But individual citizens and communities face a situa- 
tion that forces them to go along if they want to get 
a fair share of their federal tax money returned. “If 
we don’t build a town hall, Sedan or Coffeyville will, 
and our federal grant will go there,” is typical reason- 
ing. 

We hope some presidential candidate will make it 
clear to Americans just how far down the road to 
socialism we have traveled since the 1930's. We hope 
every voter will learn the attitude of congressional 
candidates on this matter before they cast ballots. It 
is time to decide whether to continue our silent drift 
into socialism or to let out with a mighty American 
roar for a return forthwith to the free enterprise 
system that made the United States the most wonder- 
ful nation on earth.—Caney Chronicle, April 10, 
1960. 
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“Obituaries 


V. J. ELSON, M.D. 


Dr. V. J. Elson, 53, a well-known Paola physician, 
died April 5, 1960 at his home. Death was reported 
to have resulted from a heart attack he pers after 
returning from the Miami County hospital where he 
had been on an obstetrical case. 

He was born on October 6, 1906 in Norton Coun- 
ty, Kansas. He attended school at Almena and the 
University of Kansas where he received his M.D de- 
gree from the School of Medicine in 1935. After 
serving his interneship at St. Mary’s hospital, East 
St. Louis, Illinois, Dr. Elson started his medical prac- 
tice in Ottumwa, Iowa. 

He had served 12 years as member of the Board 
of Education, being president several terms. He was 
a member of the Presbyterian church and had served 
on the board of trustees and as an elder. In January 
he was appointed a director of Kansas Children’s 
Service League and he was a member of the advisory 
board of the Miami County Association for Retarded 
Children. 

Among his survivors are his wife, a daughter, and 
his mother. 


RALPH L. FUNK, M.D. 


Dr. Ralph L. Funk, 82, veteran physician and 
former Brown County resident, died April 5 in his 
home in Topeka. 

Despite his advanced age, he still maintained an 
office in the National Reserve Building at the time 
of his death, although he limited his practice in 
1958. Dr. Funk was born February 22, 1878, at 
Oneida, and graduated in 1900 from the College of 
Physicians and Surgeons in Kansas City. He was the 
youngest graduate from that school which later be- 
came the University of Kansas Medical School. 

After practicing for about a year in Kowa County, 
Oklahoma, he enrolled in the medical school of the 
City College in New York where he completed a 
postgraduate course in 1904. 

In 1905, he established an office at Powhattan and 
built up an extensive practice throughout that part 
of Kansas. Dr. Funk moved to Topeka in 1930 and 
began his practice there. 


Among his survivors are his wife, a daughter, two 
sons, several grandchildren, a sister, and a brother. 


D. G. BULEY, M.D. 


Dr. D. G. Buley, 82, of Wichita, a physician in 
Sedgwick County for over 50 years, passed away 
March 18. The Sheriff's Patrol reported that Dr. 
Buley apparently suffered a heart attack and died 
while driving his automobile. The doctor’s auto- 
mobile veered off and struck a parked telephone truck. 

Dr. Buley was born May 23, 1878 and received 
his medical degree from the University of Louisville, 
Louisville, Kentucky. He began his practice in Valley 
Center, Kansas, and moved to Sedgwick shortly there- 
after. The doctor, a bachelor, served as captain in the 
Army Medical Corps during World War I. Among 
his survivors include a brother and nephew of 
Indianapolis. 

He was one of the last of Sedgwick County's old- 
time country doctors. 


LEO V. TURGEON, M.D. 


Dr. Leo V. Turgeon, 69, a Topeka physician, and 
former member of the State Board of Administra- 
tion, passed away in a Topeka hospital March 5. 

He was born February 27, 1891, in Kansas City, 
Missouri and received his M.D. degree in 1913 at 
the University Medical College of Kansas City, Mis- 
souri. He began the practice of medicine in Dor- 
rance in Russell County, Kansas. For several years he 
operated a hospital in Wilson in Ellsworth County 
and was district surgeon for the Union Pacific Rail- 
road in Wilson district. 

He was secretary of the Central Kansas Medical 
Society for eight years and was president for two. 
He was chairman of the Ellsworth County Democrat 
Central Committee for six years and attended the 
Democrat national convention in Chicago in 1932 
as an alternate delegate. 

He has practiced medicine in Topeka since 1939. 
He had an office in the Mills Building with his 
nephew, Dr. Darrell Weber. 

Among his survivors include his wife, three sons, 
two daughters, several grandchildren, a brother, and 
a sister. 
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REVIEWS 


THE KANSAS DOCTOR: A CENTURY OF 
PIONEERING. By Thomas N. Bonner, 8° cloth, 
pp. 334 with 36 Illustrations. Lawrence, Kansas: 
The University of Kansas Press, 1959. Price $5.00. 


Professor Bonner, an able medical historian, has 
presented what appears at: first sight to be an account 
of the local Kansas scene in medicine, but as the 
story unfolds a comprehensive picture of the mid- 
west’s medical accomplishments emerges with Kan- 
sas as a focal point of action. The first generation of 
medical pioneers shared in the settlement of first, the 
territory and then the state. Then entered politics, 
farmed, kept store, taught school and practiced med- 
icine. The second generation of Kansas doctors saw 
the dawn of the modern era of scientific medicine. 
This generation contended with findings of Koch, 
Lister, Pasteur. Printed scientific discussions about 
these new ideas were no different in Kansas than in 
other parts of America, but they form a well docu- 
mented and orderly account in this local history. The 
rough and tumble activities of early days in the West 
became more orderly and along with this the phy- 
sicians, of all shades of training, forged ahead in es- 
tablishing local and state societies. More recent ac- 
tivities of the Kansas doctors indicate that Kansas 
has taken the leadership in public health, rural med- 
icine and the care of the mentally ill. Such names as 
Samuel Crumbine, Logan Glendenning, Arthur Hertz- 
ler, Franklin Murphy, and the Menningers are fa- 
miliar to many laymen. Arthur Hertzlet’s, ‘Horse 
and Buggy Doctor’ was once on the best seller list. 
Dr. Bonner’s book is entertaining enough, but it is 
enlivened even more so by the account of one char- 
acter whose role was less creditable, namely, Dr. John 
R. Brinkley. The illustrations are well chosen and 
emphasize points that could not be done otherwise. 
The author was commissioned to write this book un- 
der the joint committee from the Kansas Medical 
Society and the University of Kansas. He has done 
exceedingly well in presenting the larger movements 
and meanings in Kansas medical history. Except for 
a few minor points, the author, to my mind, has ex- 


amined the Kansas Doctor's testimony critically. It 
it fitting that this should be an evaluation of the 
Kansas Medical Society's first 100 years.—P.G.R. 


FIRST AID: DIAGNOSIS AND MANAGE- 
MENT. By Warren H. Cole, M.D. and Charles 
B. Puestow, M.D. and 16 Collaborating Authors. 
The Appleton-Century-Crofts, Inc.. New York, 
1960, 432 pages, 217 Illustrations, Price $6.25. 


This is not just another first aid handbook that 
should be stored away in some medicine chest in the 
bathroom. It is a well written text discussing first 
aid from a physician’s standpoint. It is complete and 
up-to-date including such topics as emergency care 
of all types of injuries, shock or medical emergencies 
resulting from accidents, industrial hazards, civilian 
or military casualties including atomic blast, burn, 
and radiation types. The carefully worded instruc- 
tions are accurate and display over 200 illustrations to 
supplement the descriptions. 

This book covers all types of emergencies and 
stresses what to do and what not to do when accidents 
occur. It is written especially for a professionally 
trained person, but it will be most valuable in training 
lay persons who should know how to cope with all 
kinds of disasters. The publishers state that the 
book will be in use by students of the biological 
sciences, particularly those in the MEND program. 

I would recommend this book for your office and 
for the physician involved in community civil de- 
fense projects I would recommend that he use it as 
part of the first aid instruction program for training 
rescue squad personnel.—D.A.L. 


THE STORY OF DISSECTION by Jack 
Kervorkian, M.D. 80 pp. Illus. Price $3.75. Philo- 
sophical Library, New York, 1959. 


Dr. Kervorkian has traced the history of human 
dissection through the fabric of history in a most 
pleasing manner. We, of the 20th century are now 
reaping the fruits of those men of genius who saw 
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in anatomy and the necropsy the basic groundwork 
for a well trained physician. We, now, in our modern 
era, due to the complexity and volume of informa- 
tion to be taught, have taken a course which may 
prove fatal, namely the lack of time devoted to basic 
information of the structural and functional aspects 
of man. For Alexandrians, for Aristotle, for Fernel, 
for Bichat, for Rokitansky, and for Virchow, struc- 
ture and function were all important. . . . “Physio- 
pathology was the embodiment of that for which they 
strove.” 

Virchow saw the organism as a whole arid not as 
an assemblage of parts, but as unity of structure and 
function. As Dr. Kervorkian points out, as long as 
we maintain this unitarian outlook there will always 
be that promise of eventually understanding more of 
the nature of man. From Menes of Egypt over 4,500 
years ago to modern times, THE STORY OF DIS- 
SECTION is presented with two aspects: The atti- 
tude of society toward such matters, and the actual 
performances of dissections. The reader will be fasci- 
nated by this story. It is exceedingly well done for 
such a small book. It is well illustrated by portraits 
of the great physicians of the past who have made 
this scientific era of medicine possible. References 
are presented but an index is lacking —P.G.R. 


TEXTBOOK OF MEDICINE. Russell L. 
Cecil, M.D., and Robert F. Lobe, M.D., W. B. 
Saunders Co., Philadelphia, 1959, 1,665 pages, 
1 or 2 volumes, $16.50 for one volume, $20.50 
for two volumes. Illustrated. 


Among the medical tomes, few merit the respect 
and reverence that traditionally is rendered to Cecil’s 
Textbook of Medicine. This 10th edition suffers not 
at all by comparison to its prior editions since 1927. 
The roster of authors merits similar renown to their. 
predecessors. Perhaps no physician can thoroughly 
digest all the information available in more than 
1,600 pages but there is, at the same time, perhaps 
no better reference to current information available 
in the English language. Not the least in stature of 
excellence of the many chapters present is the out- 
standing foreword written by Dana Atchley on 
Patient-Physician Communication.—]. A. S. 


BOOKS RECEIVED 


Books received by the JOURNAL OF MEDICAL SOCIETY 
are acknowledged in this column. Selections will be made for 
more extensive review in the interests of readers as space permits. 
Members of the Society, from time to time, review these books 
and their critique is presented in this section. The reviewers 
pon the complimentary book from the publisher for their 
efforts. 


COMMUNICABLE AND INFECTIOUS DISEASES. 
Franklin H. Top, M.D., C. V. Mosby Co., St. Louis, 1960, 
812 pages, 122 Illustrations, Price $20.00. 


MEDICAL CARE OF THE ADOLESCENT. J. Ros- 
well Gallagher, M.D., Appleton-Century-Crofts, Inc., New 
York, 1960, 369 pages, Illustrated. 
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Highlights of Hutchinson 
(Continued from page 305) 


year celebration. Following the singing the Norman 
Lee orchestra played for the enjoyment of the dancers. 


Third General Session 


The final Scientific Session of this year’s meeting 
was called to order by Dr. J. L. Perkins. He introduced 
Dr. Julius R. Krevans, Baltimore, who spoke on “Use 
and Abuse of Hematinics.”” He was followed by a talk 
given by Dr. William Sauer from Mayo’s on “Clinical 
Observations on Withdrawal of ACTH.” Dr. Krevans 
returned to the speakers stand and spoke on “Blood 
Types and Groupings.” His speech closed the Scientific 
Sessions for 1960. 


Second House of Delegates 


Dr. Peters called the 65 delegates, 12 councilors, 
eight officers, and seven past-presidents of the second 
House of Delegates to order Wednesday afternoon. 
This session was charged with voting on the resolutions 
presented at the first House plus any new business. 
Sixty resolutions had been placed before the reference 
committee and they spent most of Tuesday discussing 
them and hearing testimony. Several resolutions were 
combined by this committee and the final count to be 
brought before the second session was 56. The com- 
mittee’s recommendations concerning these resolutions 
were presented to the body by Dr. J. W. Manley, 
chairman. 

It would be impossible to list all of the resolutions 
or their discussion in this short summary. However, 
a few of them have been given in a brief form. 

The House of Delegates voted to: 


1. Require that all members of the Kansas Medical Soci- 
ety shall belong to the American Medical Association. 

2. Cooperate with the Kansas Blue Shield to set up some 
means to provide medical insurance coverage to Kansans 
regardless of age. 

3. Give the Council power to revoke the charters of the 
small component societies when their membership falls be- 
low the required minimum number of three. 

4, Extend the work of the Fee Schedule committee in 
that the results of the surveys on fees conducted in the 
Society were most gratifying. Some 850 of them were re- 
turned to be tabulated through IBM equipment. The ana- 
lyzing of this material will mean the consideration of every 
individual fee and will take a long time. The committee 
was authorized by the House to continue the work and 
report its results to the next meeting at which time the 
Relative Value Scale will be revised. 


Election results: 


President-Elect.............. Harold M. Glover, Newton 
First Vice-President.......... Norton L. Francis, Wichita 
Second Vice-President. ...H. St. Clair O’Donnel, Ellsworth 
Constitutional Secretary... .George E. Burket, Jr., Kingman 


A.M.A. Delegate 1961-63........ Lucien R. Pyle, Topeka 
A.M.A. Alternate 1961-63....Glenn R. Peters, Kansas City 
JOURNAL Orville R. Clark, Topeka 


A more complete report of the activities will be pre- 
sented in the June issue of the JOURNAL OF THE KAN- 
SAS MEDICAL SOCIETY. 
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The Kansas Medical Society—1959-1960 


OFFICERS COUNCILORS 

Glenn R. Peters, Kansas City Emerson D. Yoder, Denton 
President-Elect....... Nissesewuans Frederick E. Wrightman, District 2 J, W. Manley, Kansas City 

Immediate Past President......... Thomas P. Butcher, Emporia D Ralph 
First Vice-President..........++++ Harold M. Glover, Newton ed ct ames A. McClure, Topeka 
Second Vice-President............ Norton L. Francis, Wichita D Hill, ansas City 
Secretary. George E. Burket, Jr., Kingman _ District S. Nelson, J ., Salina 
John L. Lattimore, Topeka ct {ohn N. Blank, Hutchinson 
A.M.A. Delegate, 1958-1959.....++. George F. Gsell, Wichita 
A.M.A., Alternate, 1958-1959....... Cyril V. Black, Pratt District — S. O’D Donnell, Ellsworth 
A.M.A. Delegate, 1959-1960........ Lucien R. Pyle, Topeka strict Cavanaugh, "Great Bend 
Alternate, 1959-1960..--.»Norton L. Francis, Wichita Eade G Gleam, Frofection 
Chairman of Editorial Board....... Orville R. Clark, Topeka H. Preston Palmer, Scott City 

OFFICERS OF COMPONENT SOCIETIES—1960 

Society President Secretary 

co nden. t: it 

Emerson D. Yoder, Denton. Robert L. Corder, Highland 

Jackson. Roy H. Moser, Holton 

sds Robert W. Blackburn, Council James E. Schultz, Council Grove 

uble, Jr. verbroo! 

‘ottawatomie........... re rown, St. Marys 
Pratt-Kingman.......... G. Freeman, Pratt........ We 
.V._R. Moorman, Hutchinson. Tom W. Stivers, Hutchinson 

. Davi . E. Beauchamp, Sterlin 

ush-Ness..... owser, La Crosse....... ne, La Cro 
.G. Sherman Ri pley, Jr., Salina. tales 
Sedgwick..:..... Ciyde W. Miller, Wichita... ‘Paul A. Kaelson, Jr., Wichita 
awnee..... .W. artin, Topeka....... . Ric ac 

. D. A. Hardman, Smith Center E. Watts, Center 
South Central Tri-County -P. M. Hulett, Anthony....... Mi. D. Christensen, Kiowa 
Washington. ‘ L. L. Huntley, Washington 

ilson... . A. arden C. E. Stevenson, Neodesha 

. H. A. West, Yates Center 


Woodson... . A. C. Din 


William W.’ Abrams, Kansas City 


Wyandotte..... Wray Ende Kansas City. 
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_ The first specific aldosterone-blocking agent... 


effectively extends the medical control of edema or ascites. 
oh introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART. FAILURE - HEPATIC CIRRHOSIS 
THE NEPHROTIC -SYNDROME IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 


combination, are ineffective or are only partially — 


effective. 


A New Order of Therapeutic: Activity 
ALDACTONE acts by blocking the effect of aldo- 


sterone, the principal mineralocorticoid governing 


- the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


_ What Physicians May Expect of Aldactone 
’ Tt-is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism . 
can now be edema-free. To others, gravely ill, 
' Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic - 
agents. : 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a’ satisfactory diuresis and 
relief of edema may be expected in approximately 


85 per cent of edematous patients who would not 


otherwise respond. 


DOSACE: For most adult patients the optimal dos- 

age of Aldactone, brand of spironolactone, is 100 

mg. four times daily. Aldactone should-be admin- 

istered for at least four or five days before apprais- 

ing the initial response, since the onset of thera- 

peutic effect is gradual when it is used alone. 

Aldactone manifests accelerated activity with 

greater response as early as the first and second 

days when used in combination with a mercurial - 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


6. SEARLE «@ co. 


Chicago 80, Illinois 


Research in the Service of Medicine 
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Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 


Lifts depression...as it calms anxiety! 


For geriatric and chronically ill patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i. 


this may be gradually increased up to 3 tab 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies, 


“Deprol* 


Composition: 1 mg. 2-diethylaminoethy] benzilate hydrochloride 


(benactyzine,HCl) and 400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. Write for 


literature and samples. 


WALLACE LABORATORIES 
QW) New Brunswick, N. J. 
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Tablets were and 

pended in water in a 
constant temperature container 
(37°C) equipped with mechan- 
ical stirrer and pH electrodes. 
Hydrochloric acid was added as 
needed to maintain pH at 3.5. — 
The volume of-acid required was 
recorded at frequent interval 
for one hour, 


mi. 0.1 N HCl 


Time ia minutes 


ANTACID TAB 


GREATLY HEIGHTENED REACTIVITY 
to acid characterizes the action of New Creamalin Ant- 
acid Tablets.’* They act faster and longer than other 
leading tablets and neutralize considerably more acid.’ 
These tablets provide virtually the same effects as a 
liquid’ with the convenience of a tablet. New Creamalin 
tablets give faster, greater and more prolonged relief. 


NOT CONSTIPATING, New Creamalin Antacid 
Tablets will not produce “acid rebound” or alkalosis. 
They have a pleasant taste. 


Creamalin, trademark reg. U. S. Pat. Off. 


FOR PEPTIC ULCER ¢ GASTRITIS * GASTRIC HYPERACIDITY 


EACH NEW CREAMALIN ANTACID 
TABLET contains 320 mg. of specially processed, 
highly reactive, short polymer dried aluminum hydrox- 
ide gel (stabilized with hexitol), with 75 mg. of mag- 
nesium hydroxide. 

Adult dosage: Gastric hyperacidity—2 to 4 tablets as neces- 
sary. Peptic ulcer or gastritis—2 to 4 tablets every two to 
four hours. Tablets may be chewed, swallowed whole with 
water or milk, or allowed to dissolve in the mouth. 

How Supplied: Bottles of 50, 100, 200 and 1000. 


1. Hinkel, E. T., Jr.; Fisher, M..P., and Tainter, (hj | | 


M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:380, 

July, 1959. 2. Hinkel, E. T., Jr.; Fisher, M. P., 
and Tainter, M. L.: J. Am. Pharm. A. (Scient. LABORATORIES 
Ed.) 48:384, July, 1959. New York 18, N. Y. 
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_LEADING ANTACID TABLETS” q 
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30 ADVERTISEMENTS 


A significant statement about 
serum cholesterol and dietary fats 


@e It is now well recognized that serum cholesterol levels in man can be 

lowered by the judicious substitution of one type of dietary fat for another. However, 
it is relevant to inquire whether a patient can be assured that such a radical change in 
his dietary habits will prevent coronary occlusion or a cerebral vascular accident. 

This question must unfortunately be answered in the negative, for it has not been proved 
that lowering the level of serum cholesterol will prevent either the occurrence 

or the end-results of atherosclerosis. At the present time, clear proof of this 
proposition still seems many years away. Nevertheless, there are many reasons for 
believing that there is some connection between cholesterol metabolism 

and atherosclerosis, and, while waiting for elucidation of this relationship by 
laboratory workers, it seems justifiable to apply certain dietary procedures 

that are theoretically harmless and possibly beneficial. She) 


Excerpted from J.A.M.A., Aug. 29, 1959 


GAS CHROMATOGRAPH OF WESSON-=-the pure vegetable oil 


Produced by Independent Laboratory 
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Note High Linoleic Acid Content, 52.9% Poly-unsaturated. 
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ADVERTISEMENTS 31 


FREE Wesson recipes, available in quantity 
for your patients, show how to prepare meats, 
seafoods, vegetables, salads and desserts with 
poly-unsaturated vegetable oil. Request quantity 
needed from The Wesson People, Dept. N.., 
210 Baronne St., New Orleans 12, La. 


WESSON'S IMPORTANT 
CONSTITUENTS 


Where a vegetable (salad) oil is medically recom- 
mended for a cholesterol depressant regimen, 
Wesson is unsurpassed by any readily available 
brand. 

To be effective, a diet must be eaten by the patient. 


Wesson is 100% cottonseed oil... 
winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 50-55% The majority of housewives prefer Wesson,* par- 

Oleic acid glycerides (mono-unsaturated) 16-20% ticularly by criteria of odor, flavor (blandness) and 

Total unsaturated 10-15% lightness of color. 

Palmitic, stearic and myristic glycerides (saturated) 25-30% Uniformity you can depend on. Wesson has a poly- 
é é unsaturated content better than 50%. Only the 

Phytosterol (predominantly beta sitosterol) 0.3-0.5% lightest cottonseed oils of highest iodine number are 

Total tocopherols 0.09-0.12% selected for Wesson, and no significant variations 


in standards are permitted in the 22 exacting speci- 
fications required before bottling. 

*Reconfirmed by recent tests against the next leading 
brand with brand identifications removed, among a 
national probability group. 


Never hydrogenated: pletely salt free 
Each pint of Wesson contains 437-524 Int. Units of Vitamin E 
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Tofranil 


brand of imipramine HCl 


In the treatment of depression 


Tofranil has established the remark- 
able record of producing remission 
or improvement in approximately 


80 per cent of cases.' 


Tofranil is well tolerated in usage— 


is adaptable to either office or 


hospital practice—is administrable 
by either oral or intramuscular routes. 


Tofranil 
a potent thymoleptic... 
not a MAO inhibitor. 


Does act effectively in all types 


depression regardless of severity 


or chronicity. 


Does not inhibit monoamine 


oxidase in brain or liver; produce 
CNS stimulation; or potentiate other 


drugs such as barbiturates and 
alcohol. 


Detailed Literature Available on 


Request. 


Tofranil® brand of imipramine HCl: tablets of 


25 mg., bottles of 100. Ampuls for intrami 


administration only, each mg. in 


2 cc. of solution, cartons of 10 and 5 
References: 1. Ayd, FE J., Jr.: al Schoo! 


44: 29, 1959. 2. Azima, H 


and Vispo, R. H.: A.M.A. Arch. Neurol. 


81:658, 1959. 3. Lehmann, H. E. ; 
Cahn, C. H., and d de Verteuil, R R. L.: Canad. 
Psychiat. A. J. 3:155, 1958. 4. Mann, A. M. 
and MacPherson, A.S.: Psychiat. 


A. J. 4:38, 1959. 5. Sloane, R . B. 
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ADVERTISEMENTS 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASO 


no irritating crystals - uniform concentration in each drop. 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’? 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957. 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL®. In 5 cc. and 2.5 cc. 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 
«> MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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SERPASI 


When she asks “Doctor, what will it 
be?” you can either flip a coin or point 
out that 51.25% births are male.’ But 
when she mentions morning sickness, 
your course is clear: BONADOXIN. 


For, in a series of 766 cases of morning 
sickness, seven investigators report ex- 
cellent to good results in 94%.’ More 
than 60 million of these tiny tablets 
have been taken. The formula: 25 mg. 
Meclizine HCl (for antinauseant ac- 
tion) and 50 mg. Pyridoxine HC] (for 


ADVERTISEMENTS 


94 to 6 BONADOXIN'stops morning sickness 


metabolic replacement). Just one tablet 
the night before is usually enough. 


BONADOXIN—DROPS and Tablets—are 
also effective in infant colic, motion 
sickness, labyrinthitis, Meniere’s syn- 
drome and for relieving the nausea and 
vomiting associated with anesthesia and 
radiation sickness. See PDR p. 795. 


1. Projection from Vital Statistics, U.S. Govern- 
ment Dept. HEW, Vol. 48, No. 14, 1958, p. 398. 

2. Modell, W.: Drugs of Choice 1958-1959, St. Louis, 
C. V. Mosby Company, 1958, p. 347. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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ADVERTISEMENTS 


FOR ACNE 


: 


CREAM 


Therapeutic topical application suppresses 
and masks lesions. Dries, peels, degerms the 
skin. Used with pHisoHex” (antiseptic de- 
tergent) washings to unplug follicles, help ‘ 
prevent comedones, pustules and scarring. . 


Teen-agers like new pHisoAc Cream. It is smooth, odor- 
less, flesh-toned, and greaseless. It spreads and dries 


me quickly. Ask the Winthrop representative for the special 
bocklet, ‘“‘Teen-aged? Have acne? Feel lonely?,’’ contain- 
ma ing basic home treatment routine and psychological aid 
for the patient. 


' : New pHisoAc Cream contains colloidal sulfur 6 per cent, 
eae: resorcinol 1.5 per cent, hexachlorophene 0.3 per cent, 
Ke orthophenylphenol 0.3 per cent, and alcohol 10 per cent 

=(w/w). Available in 114 oz. tubes. 


LABORATORIES 
New York 18, N. Y. 


“pHisoAc, trademark. 
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dexamethasone 


steroid potential confirmed 
fully realized in bronchial asthma 
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38 ADVERTISEMENTS 


greater unsurpassed G.I. ‘sustained extra-day protection 
activity toleration peak action against relapse 


W...THE EXTRA BENEFITS OF BROAD-SPECTRUM 


CLOMYCIN 


ine Lederle 


75 mg./5 cc. tsp., in 2 fl, 
IN THE,NEW, — y R | | P oz. bottle—3-6 mg. per Ib. 
CHERRY-FLAVORED daily in four divided doses 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York EL erie) 
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al reports on 
BACK PAIN 


a true “tranquilaxant, ” 
keeps the patient 


i 
} 
} 


A TRUE “TRANQUILAXANT” 


relaxes skeletal muscle 
spasm so the patient 
can continue to work 


Clinical experience shows that Trancopal will en- 
able your patients with low back pain to keep 
going strong. Lichtman! reports that 310 of his 
331 patients treated with Trancopal obtained 
satisfactory relief. These patients were suffering 
from low back pain, stiff neck, postoperative 
muscle spasm or other skeletal muscle spasms 
associated with trauma, bursitis, osteoarthritis 
and rheumatoid arthritis. Mullin and Epifano? 
reported that Trancopal brought relief to all of 39 
patients with skeletal muscle spasm. In these 
patients, who had suffered from trauma, bursitis, 
rheumatoid arthritis, osteoarthritis, and interver- 
tebral disc syndrome, the effect of Trancopal was 
excellent and prompt. . Gruenberg? ob- 
tained marked relief with Trancopal in 258 of 304 
patients with low back pain, torticollis, arthritis 
and other conditions associated with skeletal 
muscle spasm. Moderate relief was obtained in 
an additional group of 28 patients. Trancopal is 
a true “‘tranquilaxant’’ because ‘It combines the 
properties of tranquilization and skeletal muscle 
relaxation with no concomitant change in normal 
consciousness.’’* Side effects have been few and 
minor — and in no case were they serious enough 
to warrant discontinuing the use of Trancopal.1 
“'Trancopal is exceptionally safe for clinical use.’’? 
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relieves anxiety and tension so the patient can carry on 


Trancopal is also an effective agent for patients in anxiety and tension states. Accord- 
ing to recent clinical reports,!-5 it calms the patients but allows them to continue their 
work or other activity. Indeed, Lichtman found that his patients with anxiety “‘. . . were 
in many instances able to continue their normal activities where previously they had 
been considerably restricted . . .’"! He observed that Trancopal brought good to excel- 
lent relief to 114 of 120 patients in anxiety states. Ganz,® who noted good to excellent 
relief in 32 of 35 patients with globus hystericus, and in his entire series of 100 patients 
in anxiety or tension states, comments: “‘Chlormethazanone [Trancopall, by relieving 
the psychogenic symptoms, allows the patient to use his energies in a more productive 
manner in overcoming his basic problems.’’5 

Relieves dysmenorrhea — Trancopal has also proved to be a useful medication in the 
treatment of patients with dysmenorrhea,!»4.6 probably producing its effect ‘‘. . . by 
means of a combination of muscle relaxant and tranquilizing actions.'’4 


Indications 
Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Ankle sprain, tennis elbow Dysmenorrhea 
Neck pain (torticollis) Osteoarthritis Premenstrual tension 
Bursitis Rheumatoid arthritis Anxiety and tension states 
Fibrositis Disc syndrome Asthma 
Myositis Postoperative muscle spasm Angina pectoris 
Alcoholism 
Dosage: Adults, 100 or 200 mg. orally three or How Supplied: Trancopal Caplets® 100 mg. 
four times daily. Relief of symptoms generally (peach colored, scored) and 200 mg. (green 
occurs promptly and lasts from four to six hours. colored, scored), bottles of 100. 


References: 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 2. Mullin, W. G., and Epifano, Leonard: Am. Pract. & Digest Treat. 
10:1743, Oct., 1959. 3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 
5. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 6. Stough, A. R.: J. Oklahoma M. A. 52:575, Sept., 1959. 


e 
(| Juithnop Laboratories « New York 18, New York 


PROFESSIONAL MODELS USED FOR PHOTOGRAPHS 
TRANCOPAL [BRAND OF CHLORMEZANONE]) AND CAPLETS, TRADEMARKS REG. U.S. PAT. OFF. 
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reports on anxiety show that | 


quiets the psyche but leaves the patient alert 


**... TRANCOPAL is a most valuable drug for relieving tension, 
apprehension and various psychogenic states.’’5 
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ADVERTISEMENTS 


Today—as before— 
Only Kent offers this remarkable combination: 


FINEST NATURAL TOBACCOS 
FAMOUS MICRONITE FILTER 


Millions of smokers have changed to 
Kent because of this combination. They 
discovered that this combination was 
the reason why Kent satisfies your 


appetite for a real good 
smoke. 


First, finest natural 
tobaccos. Kent uses 
only the finest natural 
tobaccos—ripe, golden 
leaves—which, when 
shredded into tiny 
strands and carefully 
blended, produce a real 
tobacco taste. 


Second, Kent’s fa- 
mous Micronite filter 
which contains a re- 
markable series of 


CIGARETTES 


NEW 


flavor channels. The rich taste of natu- 
ral tobaccos flows through with a free 
and easy draw. The Kent filter is not 
too long, not too short, not too tight— 


smokers get every deli- 
cate shading of flavor 
of Kent’s finest natural 
tobaccos. 


Others may imitate, 
but none can duplicate 
the quality of Kent. 


If you would like the 
booklet for your own use, 
Story of Kent,”’ 
write to: 

P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N. Y. 


© 1960, P. Lorillard Co, 


Today —as before—for good smoking taste, it makes good sense to smoke 
Kent, because Kent satisfies your appetite for a real good smoke. 


A Product of P. Lorillard Company—First with the finest cigarettes— through Lorillard Research! 
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she calls it “nervous indigestion” 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
prescription: new Donnazyme—providing the mul- 
tiple actions of widely accepted Donnatal® and 
Entozyme®—two tablets t.i.d., or as necessary. 


A. H. ROBINS COMPANY, 


Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine 
sulfate, 0.0518 mg.; Atropine sulfate, 0.0097 mg.; 
Hyoscine hydrobromide, 0.0033 mg.; Phenobarbi- 
tal (4% gr.), 8.1 mg.; and Pepsin, N. F., 150 mg. 
In the enteric-coated core: Pancreatin, N. F., 300 
mg., and Bile salts, 150 mg. 


ANTISPASMODIC - SEDATIVE - DIGESTANT 


VIRGINIA 


® 


4 
INCORPORATED e RICHMOND 20, 
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The choice of confidence... 


diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units, 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities. Here diagnostic x-ray is ideally 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. For complete details contact your G-E 
x-ray representative listed below. 


Progress /s Our Most Important Product 
GENERAL @ ELECTRIC 


DIRECT FACTORY BRANCH 
KANSAS CITY, MO. 
706 Westport Rd. ¢ Jefferson 1-3505 
WICHITA 


E. E. RINK 
500 Fairway * Parkview 2-4721 


RESIDENT REPRESENTATIVE 
TOPEKA 
J. W. HELLER 
710 Park Lane * Central 4-0324 


‘ 
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for Children's 
freater Protection 


the untformity, potency and purity OF Dayer 
pirin to such thorough qua! ty” Bontrols as does: ~~ 
u Can Qepe | ON Bay ASpIrin TOr Unilar 4 
it has been conscientious! -formulated tobe 
¢ ) the Bayer family traaiti or providing thetinest 
« We weilcome “requests fo ‘samples on Ba 


THE 


REALMS 
OF THERAPY 


BEST 


ATTAINED 


WITH 


(brand of hydroxyzine) 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


Supportive Clinical Observation 


“. .. Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior....” Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958.. 


World-wide record of effectiveness—over 200 labora- 
tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


for additional evidence 


Bayart, J.: Acta ogee, by 
10: 164, 1956. Ayd, F. J., 

ifornia 87:75 “i957. 
Nathan, L. A., and Andelman, M. 
M. J. 112:171 (Oct.) 


well tolerated by debilitated 
patients 


“seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
tions ——— in old age.” Smigel, 
J. 0., et al.: J. Am. Geriatrics Soc. 
7:61 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All CLasthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, 8. C.: J.A.M.A. 169:14 
Jan. 3) 1959. al.: 
resse méd. 64:7!2 26) 
1956. Robinson, H. a age al.: 
South. M. J. 50:1282 (Oct:) 1957, 


IN 
MOTIVE 
ADULTS 4 


does not impair mental acuity 


“”.. especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
York J. Med. 57:1742 (May 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, R. C., Jr.: J. Florida M. 
A. 45:549 (Nov.) 1958. Menger 
H. C.: New York J. Med. 58:1684’ 
(May 15) 1958. Farah, L.: Inter- 
iste, Rec. Med. 169:379 (June) 


per tte) int 
yrup mg. sp.), pin’ 
bottles. Parenterst Solution: 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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ADVERTISEMENTS 


TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


A biochemical compound Each Kanulase tablet contains Dorase* 
used to diminish intestinal 320 units,combined with pepsin, N.F., 

: 150 mg.; glutamic acid HCI, 200 mg.; 
and those patients rec 100 mg. Dosage: 1 or 2 tablets at meal- 
digestive disorders time. Supplied: Bottles of 50 tablets. 


SEY BRAND OF CELLULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS, 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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build appetite 
with 
B complex 
vitamins 


prevent 
nutritional 


anemia 


with ferric pyrophosphate, 
a form of iron 
exceptionally 
well-tolerated 


in taste-tempting promote 
cherry flavor t k 

Average dosage, 1 teaspoonful pr 0 ein upta € ; 
(5 ce.) contains: 
-Lysine 300 mg. with the 
Vitamin Biz Crystalline . . . 25 megm. potentiating effect | 
Thiamine HCI(B;) ... . 10 mg. 
Pyridoxine HCI (Be). . . . 5 mg. of |-Lysine on 
Ferric Pyrophosphate (Soluble) 250 mg. : 
Iron (as Ferric Pyrophosphate) 30 mg. low-grade 


3.5 Gm 


protein foods 


| 
i AN for d 

: 

/ ae Bottles of 4 and 16 fl. oz. | 

LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York . 


ADVERTISEMENTS 


DIFFUSION IMPORTANT? 


Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dual protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — in 
minutes — a decisive measure in conception control. 

In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 


Supplied: Lanesta Exquiset® . . . with diaphragm of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by. Esta Medical Laboratories, Inc., Alliance, Ohio, 


Distributed by GEORGE A. BREON & Co., New York 18, N. Y. 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 
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Each of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


DELALUTIN 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Lincolnwood, Ill. 


Skokie, Ill. 


id 
t. 


Roselle, Ill. Seaford, N. Y. Hartford, Conn. East Williston, N. Y. 


Norwich, V 


DELALUTIN offers these advantages over other progestational agents 


¢ long-acting sustained therapy * more effective in producing and maintaining a 
completely matured secretory endometrium * no androgenic effect + more concen- 
trated solution requiring injection of less vehicle * unusually well-tolerated, even in 
large doses * fewer injections required « low viscosity makes administration easy 

Complete information on administration and dosage is supplied in the package insert 


Supply: 
Vials of 2 and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oil. 


Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone caproate 
in castor oil, preserved with benzyl alcohol. 


Squibb Quality — The Priceless Ingredient 


is A SQUIBB TRADEMARK 


No. Massapequa, L. I., N. Y. 
an : 
SQUIBB 
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PROFESSIONAL LIABILITY INDIVIDUAL INSURANCE 
b 


y 
“The Ne. 1 Malpractice 


*MEDICAL ECONOMICS, FEB. 3, 1958 
Unparalleled Experience @ Specialized Service @ Saving in Cost 


Professional Protection Exclusively since 1899 


KANSAS CITY OFFICE: R. E. McCurdy, Rep. - 
2933 W. 43rd St. Tel. Yellowstone 2-8929 
(If no answer call Logan 1-1498) 


accept invitation to visit the Oxygen, 
Plant at the extreme east end of Carey Boulevard, 8 to 5 
Monday through Friday; other times by appointment. 


48 4 
MEDIGAIWROTEGIIVE 
ECESSARY EQUIPMENT — REGULATORS, HUMIDIFIERS, RE 
FLOWMETERS, CATHETERS, MASKS, CANNULAS—INCLUDING HIGH OR 
PURITY OXYGEN FOR THE TREATMENT OF THE OUT PATIENT. = PURCHASE 
REGULAR TRUCK DELIVERY SERVICE THROUGHOUT KANSAS | 
WARS AS OXYGEN, INCORPORATED 


‘ 
relieves pain, 
muscle spasm, 


nervous tension 
rapid action « non-narcotic + economical 
“We have found caffeine, used in combination with acetylsalicylic acid, 


acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 


effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A, P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 
Fiorinal — available as tablets and capsules (new form). Each contains: Sandoptal (Allylbarbituric 


Acid N.F. X) 50 mg. (34 gr.), caffeine 40 mg. (% gr.), acetylsalicylic acid 200 mg. (3 gr.), 
acetophenetidin 130 mg. (2 gr.). 


Dosage: 1 or 2 every 4 hours, according to need, up to 6 per day. OZ 
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The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Sick Room Equipment 
Health Machines 


* RENTALS — SALES * 
Invalid Walkers Exercycle 
Wheel Chairs Massage Belts 
Hospital Beds Exercise Bike 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Physicians equipment and furniture located 
in a university community. Good location, reasonable rent, 
Apothecary next door, excellent opportunity for a young man 
oi over well established practice. Write the JouRNAL 

TWO-MAN Pediatric Partnership seeks third pediatrician. 
Located in beautiful new medical building in one of Iowa’s 
most progressive towns. Excellent school, church and cultural 
facilities. Very fine opportunity. Write the Journat 1-360. 

KANSAS GENERAL PRACTICE near Wichita, 1959 
net over $35,000; entering residency; new air-conditioned 


office; for sale or lease; rich rural community; lake nearby; 
excellent schools. Write the JourNnat 1-160. 

WANTED. General Practitioner—Cherryvale, Kansas. One 
who will do night work when needed. Good opening. Nothing 
to sell. Write the Journat 2-360. 


FOR SALE—Medical office equipment in central Kansas 
town of 40,000 population. Buyer will take over practice this 
summer or early fall. Leaving for residency. Good oppor- 
tunity for interested physician to take over active general 
practice for minimal investment. Write the JourNnaL 1-560. 


Nationally advertised Surgical Supplies and Equipment for 
Kansas City, 


Topeka, Joplin, 


your convenience at 


St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 
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FOR SIMULTANEOUS IMMUNIZATION 
AGAINST DISEASES3 
Poliomyelitis -Diphtheria-Pertussis-Tetanus 


51 


PEDI-ANTICS 
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USUAL 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX IS A TRADEMARK OF MERCK & CO., INC. 


MERCK SHARP & DOHME, pivision or MERCK & CO., INc., WEST POINT, PA. 


oa 
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Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 
Breast prostheses Lumbo-sacral belts 
Cervical braces Maternity brassieres 
Taylor back braces Maternity belts 

Rib belts Trusses 


Pelvic traction belts 


Fittings by prescription only 


Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — _ El Dorado | 
Kansas 


. A, Fink, M.D., Pathologist-Director 
. T. Ferraro, M.D., Pathologist 
. L. Lattimore, M.D., Pathologist 

. C. Ebendorf, M-T., Serologist 
. C. Keith, B.S., Chemist 
. A. Hull, A.B., Bacteriologist 

. B. Norris, A.B., Chemist 


= 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 


TO THIS 


How to Replace an Out-dated Office 


Are you handicapped in your practice by offices left over from the horse and buggy 
days of medicine? Many doctors are, you know — simply because their communities 


lack the modern medical housing they need. 

If you are faced with this situation, you probably have started planning toward a new 
clinic or office unit. In doing so, however, you may encounter such problems as specific 
planning and financing of a medical practice building. 

Problems such as these are a specialty of the Mortgage Loan Department of Farmers 


& Bankers Life. During the past twenty years, we have made a number of first 
mortgage loans to doctors throughout Kansas, for construction of their new office 


buildings. We shall be glad to consult with you. 


Mortgage Loan Department 


INSURANCE COMPANY ¢ HOME OFFICE,WICHITA 


Farmers & Bankers Life 
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Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 


ADVERTISEMENTS 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 

a overlooked in solving diag- 
nostic quandaries is amebiasis. 

Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.* 


Webster discovered amebic infection in 


147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.* 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubinindicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 

2. Rinehart, R.E., and Marcus, H.: Incid of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE ASSENGILL COMPANY 


BRISTOL, TENNESSEE 


KANSAS CITY * SAN FRANCISCO 


YORK 
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54 ADVERTISEMENTS 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


Att 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


Deformity Appliances 
of Quality 


Orthopedic and Surgical 
Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 
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psychotherapy. A non-profit psychiatric 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


WHY IS DIABETES IN INFANTS 
SO DIFFICULT TO DIAGNOSE? 


Because of the infrequency of the disease in 
this age group, its sudden onset, the profusion 
of inconsistent presenting symptoms, and be- 
cause the accompanying symptoms of anorexia 
and vomiting are also characteristic symptoms 
of many other ills of infancy. 

*Source: Traisman, H. S.; Boehm, J. J., and Newcomb, 
A. L.: Diabetes 8:289, 1959. 

for those pediatric puzzlers...“A routine urinalysis 
and blood sugar should be done whenever the 
possibility of diagnosing diabetes is entertained.”* 
the standardized urine-sugar test for reliable quantitative estimations 


COLOR-CALIBRATED 
CLINITEST® 


BRAND Reagent Tablets 84060 


DIABETES MELLITUS AT AGES 1 T0 5 
Order of Frequency of Presenting Symptoms in 110 
Patients 

No. of Per cent of 
Symptoms Patients total group 
Polyuria 93 84.5 
Polydipsia 89 81.0 
Weight loss 47 42.7 
Polyphagia 28 25.4 
Anorexia 16 14.5 
Lethargy 14 12.7 
Enuresis 7 6.4 
Vomiting § 45 
Irritability 3 2.7 
“Craving for sweets” 3 2.7 
“Sticky diaper” 3 2.7 
“Strong odor to urine” 2 1.8 
Glycosuria 2 1.8 
Hypoglycemia 2 1.8 
Personality change 1 0.9 
Boils 1 0.9 
Headache 1 0.9 
Abdominal cramps 1 0.9 
Adapted from Traisman, H. S.; Boehm, J. J., and New- 
comb, A. L.* 


¢ full-color calibration, clear-cut color changes 

¢ established “plus” system covers entire critical range 
standard blue-to-orange spectrum 

¢ standardized, laboratory-controlled color scale 

e “urine-sugar profile” graph for closer control 
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“Stormont Medical Library, 
State House, 
Topeka, Kansas 


IN ANXIETY-RELAXATION 
“RATHER THAN DROWSINESS 


brand of trifluoperazine 


‘Stelazine’ has little if any soporific effect. “. . . pa- 
tients who reported drowsiness as a side effect 
mentioned that they did not fall asleep when they 
lay down for a daytime nap. It is quite possible that, 
in some instances, ‘drowsiness’ was confused with 
unfamiliar feelings of relaxation.’”! 


Available for use in everyday practice: Tablets, 
1 mg., in bottles of 50 and 500; and 2 mg. , in 
bottles of 50. 


N.B.: For information on dosage, side effects, 
cautions and contraindications, see available com- 
prehensive literature, PDR, or your: SIL. rep- 


resentative. 


1. Goddard, E.S:: in T, Further Clini- ~ 
Febiger, 1959. KLINE & 


FRENCH 


headers in psychopharmaceutical research 
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